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“Cognitive Behaviour Therapy for compulsive hoarding: A review of
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Literature Review
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December 2010
i
Abstract
Compulsive hoarding is a chronic and debilitating condition with previously reported poor 
outcomes from treatment. Frost and Haiti (1996) propose a CBT model which forms the basis of a 
targeted treatment for compulsive hoarding.
This review appraises ten treatment studies offering CBT for compulsive hoarding based on Frost 
and Haiti’s model. Outcome measures and treatment protocols have been refined in the more recent 
studies yielding more promising results. However methodological flaws prevail and limitations are 
discussed with reference to future research.
Author’s position
I viewed this assignment as an opportunity to learn about a topic on which I knew little. I was keen 
to choose a topic which would both be interesting to me and be useful in my clinical practice and 
the practice of the CMHT in which I am working.
Through discussions with my supervisor it was suggested that compulsive hoarding would be a 
useful topic to review as this behaviour is something that the team have previously found to be both 
relatively common and also difficult to treat. I knew little of this problem and thought it was a 
specific enough topic to be suitable for this assignment.
Aims
This review will aim to provide a brief overview of compulsive hoarding with initial reference to 
definition, diagnosis and previously reported difficulties with treatment. The main part of the 
review will contain a critical analysis of currently published studies investigating the treatment of 
compulsive hoarding based on Frost and Haiti’s Cognitive Behavioural Model for Compulsive 
Hoarding (Frost and Hartl, 1996).
Search Strategy
Using PsychMo, Web of Knowledge and Pubmed the search terms “hoarding” and “treatment” 
were entered yielding between 250-300 results varying across the databases. A visual overview of 
each result was examined for usefulness in the review. Some further papers were found through 
inspection of the reference lists of papers.
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Ten papers describing treatments for compulsive hoarding based on Frost and Haiti’s Cognitive 
Behavioural model were found. These will form the main part of the review.
Introduction and Background
Traditionally compulsive hoarding has been categorised as one of the subtypes of OCD (Leckman 
et al, 1997). However, research into hoarding behaviour has increased exponentially in the last ten 
years (Pertusa et al, 2008) and there have been calls for a new ‘Hoarding Disorder’ to be included 
in the forthcoming DSM-V (Phillips et al 2010).
Frost & Hartl (1996) provide a definition of the features of compulsive hoarding using four main 
characteristics: a.) the excessive acquisition of objects; b.) a failure to discard a large number of 
possessions; c.) living spaces cluttered to the extent that they cannot be used for their designated 
purpose; d.) significant distress or impairment as a result of hoarding behaviour. These criteria have 
been widely adopted by researchers investigating compulsive hoarding however, official diagnostic 
criteria for compulsive hoarding as a distinct syndrome or disorder have yet to be established.
Compulsive hoarding is a chronic and debilitating disorder that is relatively common with 
prevalence estimates of between 2.3 - 5% (lervolino et al, 2009; Samuels et al, 2008). If excessive, 
hoarding can present a considerable burden to the sufferer and their families and can pose a 
significant public health concern (Frost et al, 2000).
The majority of studies reporting the treatment of hoarding problems are drawn from Obsessive 
Compulsive Disorder (OCD) samples where treatment is usually in the form of pharmacotherapy or 
cognitive behaviour therapy (CBT) with exposure with response prevention (ERP) (e.g. Black et al, 
1998; Abramowitz et al, 2003; Mataix-Cols et al, 2002). However these studies have shown 
hoarding to be associated with treatment attrition and poor response. It appears that CBT for 
hoarding based on an OCD model may not be helpful for patients who’s primary problem is 
hoarding.
CBT Model and Treatment fo r Compulsive Hoarding
Frost and Hartl (1996) proposed a Cognitive Behavioural model for compulsive hoarding and 
developed a treatment program based on this model.
This model hypothesises that compulsive hoarding presents with four main features. Firstly there 
are information processing deficits in the form of decision-making difficulties, categorisation
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problems and difficulty focusing attention, which often are the main cause of clutter and 
disorganisation in compulsive hoarders’ homes.
Secondly they describe emotional attachment difficulties whereby meaningless or worthless objects 
take on significant sentimental meaning or become part of the individual’s identity. Discarding of 
items therefore becomes associated with severe distress making the clearing of items intensely 
uncomfortable.
Thirdly, hoarding is characterised by erroneous beliefs regarding possessions and saving. This is 
often typified by perfectionistic beliefs about making mistakes, an increased sense of responsibility, 
and beliefs about memory problems leading to the need to compensate.
Finally the model highlights behavioural avoidance as a key component in the maintenance of 
compulsive hoarding. Behavioural avoidance includes the avoidance of making decisions about 
possessions and avoidance of the emotional distress activated by discarding items.
Frost and Steketee (1999) describe an overview of treatment for compulsive hoarding based on the 
CBT model. This was later formalised into a treatment manual which is now publicly available 
(Steketee & Frost, 2007a; 2007b). The treatment includes several components. Firstly the 
participant is educated about hoarding and the CBT model. Secondly the focus is on improving 
decision making skills. The third component centres on developing organisational schemes for 
sorting through clutter. Behavioural experiments are devised to practise decision making and 
organisational skills and exposure to behaviours the participant is avoiding (such as making 
decisions or experiencing emotional loss through discarding). Lastly cognitive restructuring is used 
to challenge or test beliefs connected to the hoarding as outlined in the model. These strategies can 
be employed in a group or individual format but must be accompanied by home visits with the 
therapist for in vivo work.
As mentioned earlier, ten papers were identified during the literature search which report on the 
treatment of hoarding patients using Frost & Haiti’s CBT model and later Steketee and Frost’s 
CBT treatment manual based on the model. The main body of this review will appraise these 
studies.
Main Body of the Review
The first paper to report CBT treatment based on Frost and Haiti’s model reports the treatment of 
one 53 year old lady with compulsive hoarding and co morbid OCD(Hartl & Frost, 1999). The
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intervention took the form of 45 individual sessions, with two therapists, in the participant’s home, 
over the course of 17 months and was based on the approach described above.
The main outcome measure was a clutter ratio (CR) devised by the authors which gives a 
comprehensive measure of the amount of clutter present in the participant’s house. This measure is 
clearly described so that others could replicate its use. Other outcomes were the Hoarding Scale 
(Frost et al, 1998 as cited in Hartl & Frost, 1999), the YBOCS (Yale-Brown Obsessive Compulsive 
Scale, Goodman et al, 1989 as cited in Hartl & Frost, 1999) and an Indecisiveness Scale (Frost and 
Shows, 1993 as cited in Hartl & Frost, 1999). These self-report measures were administered at 
baseline and mide-treament but not after the end of treatment.
The results of the treatment were reported to be successful, with substantial improvements in the 
clutter ratios of all rooms in the house targeted for treatment. There were also self-reported 
decreases in hoarding behaviours, indecisiveness and obsessive compulsive symptoms. The authors 
noted that the participant’s compliance with behavioural experiment and homework tasks 
fluctuated throughout treatment and additional motivational strategies were employed to tackle this. 
They also point out that the treatment was lengthy and intensive.
Although the clutter ratio measure seems to be useful and ecologically valid, there were no 
outcomes on this measure gathered after a follow up period and the self-report measures were only 
reported at the halfway point of the intervention. This means it is not possible to make conclusions 
about any medium and longer term gains following the intervention.
There are also issues with the choice of self-report measures. Neither the Hoarding Scale nor the 
Indecisiveness Scale are widely used measures. The YBOCS only has two items on relating to 
hoarding behaviour. No objective measures of severity of hoarding symptoms were used and the 
participant’s quality of life was not assessed at all. The presence of co-morbid OCD symptoms may 
reduce the generalisability of the findings. Lastly, although clutter was reduced post-treatment this 
only indicates that the intervention was successful in bringing about behavioural change in the 
participant. Symptom severity and overall quality of life are not reported.
A year later Steketee et al (2000) report a pilot study of group and individual treatment for 
compulsive hoarding in a sample of seven participants. Participants were not diagnosed with OCD, 
but were assessed as having a primary difficulty with hoarding behaviour.
In an improvement on the previous case study, participants in this trial were assessed for a variety 
of baseline measures including levels of depression and global functioning. However, hoarding was
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not assessed using standardised measures. Instead, participants completed an adapted version of the 
YBOCS and a measure developed specifically for the study that asked participants to rate their 
levels of improvement in hoarding behaviours.
Attendance was good for the group sessions with only one participant missing more than one 
session. However three participants dropped out after 20 weeks thus only four participants 
completed the whole 48 weeks of treatment. The group and home treatment session formats are 
described clearly and follow the same protocol as the individual work described by Frost and 
Steketee (1999). The authors emphasise that participants themselves are encouraged to make all 
decisions about discarding and organising with support, but not direction, from the therapists.
The results show a significant decrease in the adapted YBOCS scores after 20 weeks of treatment. 
The scores for those who completed 48 weeks of treatment also decreased further. In addition, the 
group mean scores on self-reported improvement in hoarding increased. However the range of 
scores on this measure were large suggesting there was variability in how successful individuals 
found the treatment. Unfortunately depression and social functioning scores are not reported for 
post treatment.
The results suggest that the mixed format approach described in this study may be of benefit. 
However, with only four participants completing treatment it is hard to validate the positive 
findings. The authors suggest that low motivation was responsible for the drop outs and offer 
various solutions, including the involvement of family members in treatment.
The un-validated and adapted outcome measures used in this study also make the results less 
useful. Other clinical symptoms and social functioning were not assessed post treatment and 
objective measures of clutter in the home was not used in this study as with the previous case 
study. However this study does add some weight to the findings of the previous case study using 
the same CBT framework for treatment and suggest further investigation may be worthwhile.
A third study reporting the outcomes of CBT for compulsive hoarding comes from in the form of 
another case study (Cermele et al, 2001) describing the intensive treatment of a 72 year old lady 
with compulsive hoarding using Frost and Haiti’s CBT approach over one day. The intervention is 
described fully, again with an emphasis on collaboration, ensuring the participant made her own 
decisions about what to discard and how to organise. Photographs of the participant’s house were 
taken before and after the intervention and were rated for amount of clutter by an independent 
researcher. No other outcome measures were used.
6
The result was an average reduction in clutter in the participant’s home by 52%. The authors 
attributed the success of the treatment to the collaborative approach and by focusing on addressing 
the emotional significance attributed to possessions. This is something which is not usually focused 
on in traditional ERP treatment of OCD and may go some way to explaining why this treatment is 
often not successful for compulsive hoarding. Another advantage of this study is the short duration 
of treatment. This is a promising finding given the considerable length of treatment reported in the 
previous studies. Despite this, the lack of standardised outcome measures of hoarding symptoms or 
quality of life make conclusions about the success of treatment, and comparisons to other studies, 
difficult.
Saxena & Maidment (2004) provide a condensed report on the findings of a study comparing the 
treatment of hoarding and non-hoarding OCD patients in an inpatient clinic is the USA. 
Participants received intensive daily CBT sessions in both group and individual format for 
approximately six weeks. The non-hoarding OCD patients (n=170) received CBT for OCD based 
on an ERP approach, and the hoarding OCD patients (n=20) received CBT based on Frost and 
Hartl s model. Outcomes were measured using the YBOCS and the Hamilton Depression and 
Anxiety Rating Scales (Hamilton, 1960 as cited in Saxena & Maidment, 2004). The paper does not 
report the actual statistical findings, making it difficult to draw accurate conclusions, but both 
groups are reported to have improved significantly on the above measures, with the non-hoarding 
group indicating greater improvements than the hoarding group. There was, however, a 
substantially smaller hoarding group in this study making comparisons between the two groups 
unreliable. Additionally, the fact that the hoarding sample was recruited from an OCD clinic, make 
the findings difficult to generalise to other compulsive hoarding populations who do not have 
OCD.
Kellett (2006) further reports on outcomes from CBT treatment for compulsive hoarding with a 
case study design. Here the author describes a treatment protocol based again on Frost and Haiti’s 
CBT framework but with an additional focus on what he terms as ‘object-affect fusion’. Kellett 
describes this as a psychological phenomenon whereby the compulsive hoarder attributes the 
emotional meaning associated with an object to the actual object itself. The participant in this case 
study was a 55 year old lady with compulsive hoarding and co morbid restrictive eating behaviours. 
The intervention took the form of 22 sessions in an outpatient clinic but is not thoroughly described 
and the participant’s hoarding behaviour was not the only target of treatment; the participant’s 
restrictive eating habits were also addressed during the intervention.
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The main outcomes were self-reported frequencies of behaviours such as amount of items 
discarded per day. Other outcomes included clinical self-report measures such as the Beck 
Depression Inventory (Beck et al, 1996 as cited in Kellett, 2006) and the Maudsley Obsessive 
Compulsive Inventory (Hodgson & Rachman, 1977 as cited in Kellett, 2006). No specific hoarding 
or clutter measure was used.
The author’s summary of findings point towards a self-reported increase in the amount of items 
discarded by the end of treatment. Although according to the graph of the average number of items 
discarded weekly, there was apparently great variation in the participant’s ability to discard. As 
mentioned earlier there were no objective measures of clutter and sessions all took place in the 
outpatient clinic thus it is difficult to verify the levels of clutter and items being discarded. This, 
accompanied by the fact that treatment for this participant focused on other behaviours in addition 
to hoarding, mean this study adds little to the evaluation of CBT for compulsive hoarding.
The studies described so far in this review are all based on the CBT framework described by Frost 
and colleagues in earlier papers. However it is clear that all studies followed various treatment 
protocols and may have interpreted the framework slightly differently. Whilst these studies have 
highlighted some important factors to consider in the treatment of compulsive hoarders, such as 
low motivation and the importance of a collaborative rather than directive approach, it is difficult to 
replicate or compare outcomes between studies which follow differing treatment protocols.
Frost’s research group published their treatment manual in 2007 (Steketee & Frost, 2007a; 2007b). 
This provided a comprehensive treatment protocol based on their CBT model, which would allow 
for better comparisons across studies and refinement of the factors which contribute to the 
successful treatment. The same year the first open trial of CBT for compulsive hoarding using this 
manualised approach was published by Tolin et al (2007).
Participants in this trial were recruited if their primary problem was compulsive hoarding. 14 
participants were recruited, four of which dropped out, thus ten participants completed treatment. 
Treatment consisted of 26 individual sessions split between the clinic and the participants’ home.
Outcome measures were more comprehensive and standardised than previous studies. A newly 
developed measurement of clutter, the Clutter Image Rating (CIR) (Frost et al, 2006 cited in Tolin 
et al, 2007), was employed whereby therapists rated the clutter in participants’ homes. The self- 
report Saving Inventory Revised (SIR) (Frost et al, 2004 cited in Tolin et al, 2007) was used to 
measure hoarding severity and the NIMH Clinical Global Impression (CGI) (Guy, 1976, cited in
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Tolin et al, 2007) was used to judge overall improvement following treatment as rated by the 
therapist. Assessments took place at baseline, mid-treatment and post-treatment. Homework 
adherence was also rated by therapists at every session.
The results are positive, with significant reductions by the end of treatment in self-reported 
hoarding severity and therapist-reported levels of clutter. This paper is the first one in this review to 
report effect sizes. Effect sizes for the results were large. However, although the CGI scores ratings 
improved, this was not a significant change. Additional analysis revealed a significant and strong 
relationship between completing homework and improvements in all outcome measures at post 
treatment. This further adds to the evidence that treatment compliance and motivation are key 
factors in the success of interventions for compulsive hoarding.
This study provides promising results with strong effect sizes, following the use of CBT for 
compulsive hoarding and benefits from using a manualised approach and a variety of standardised 
outcome measures. However, there are some limitations to the study. Firstly the sample was small, 
with only ten completing treatment. There are also issues with the use of therapists’ ratings of 
clutter which could have been more objective if carried out by independent researchers. Therapists 
could have been biased towards rating positive outcomes from therapy. As with previous studies 
patients have not rated their overall quality of life or wellbeing which is important to examine, 
especially if gains made following treatment are to be maintained.
More recently Muroff and colleagues (2009) have used Steketee and Frost’s manual for a 
preliminary trial of a group intervention in. A group format was used previously by Sketee and 
Frost (2000), as mentioned above, however conclusions were clouded by a small sample size of 7 
participants, and a lack of standardised outcome measures. Since the development of more 
validated measures on hoarding symptoms and severity such as the Saving Inventory Revised and 
the Clutter Image Rating, there is more scope for replication and comparison between studies.
The Muroff study recruited 32 participants to receive group treatment. Although all participants 
were assessed as having a primary compulsive hoarding problem, co-morbidities in the sample 
were common, as with previous studies. A range of standardised outcome measures were used 
including the Saving Cognitions Inventory (Steketee et al, 2003 as cited in Muroff et al 2009), the 
SIR, the CIR and the CGI, which in this study was rated by participants themselves. Measures were 
collected at baseline, during and after treatment, no follow up measures were administered.
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The treatment consisted of 16 weekly group sessions with two home treatment sessions. Five 
participants received an additional four sessions. The sessions followed the Steketee and Frost 
(1999) protocol mentioned earlier but the more recent participants received the more standardised 
approach based on the Steketee and Frost (2007) manual. These participants with the maunalised 
sessions were separated in the analysis.
The data analyses reveal significant changes in all outcomes except the Saving Cognitions 
Inventory. Effect sizes for the SIR were reported to be large. Unfortunately effect sizes are not 
reported on the other measures. The study compares the outcomes on the SIR to that of Tolin et al’s 
(2007) trial of individual CBT mentioned above. Individual CBT resulted in greater improvements 
on this outcome measure.
This study reported positive outcomes following manualised CBT group for compulsive hoarding 
with the largest sample size at that time. The authors highlight the benefits of group treatment in 
cost effectiveness and possibly increasing motivation through peer support. However, they do 
mention that more home visits was noted as desirable by both participants and therapists. An 
increase in home visits or individual sessions alongside the group treatment may bring the 
outcomes on the more in line with Tolin et al’s (2007) findings for individual CBT whilst retaining 
some cost efficiency.
In an investigation of another possibly cost effective method of delivering CBT treatment for 
compulsive hoarding, Muroff and colleagues (2010) have reported on an internet based self help 
CBT.
Muroff et al (2010) recruited participants from members of an internet group for hoarders with 
obsessive compulsive disorder which was reported to utilise the Steketee and Frost treatment 
manual in a self help format. The study compared self-report measures for 106 group members 
compared to 155 people on the waiting list for membership who had not completed any self help 
treatment. The samples were not consistent throughout the study however as several waitlist 
participants entered the member sample, and several members dropped out before completing all 
assessments. Again the SIR and the self-report versions of the CIR and CGI were employed.
Statistically significant improvements from baseline scores were reported in group members after 
six months of membership and not in waiting list participants. However, between group analysis 
did not reveal a significant difference in scores between group members and waiting list
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participants at 6 months. The percentage change in scores was modest compared to those found in 
the individual and group CBT trials mentioned above (Tolin et al, 2007 & Muroff et al, 2009).
The benefits of group membership in this study are moderate when compared to waitlist 
participants who had not received any intervention. It is not clear if the treatment is standardised 
across members or how often they chose to participate, thus it is not known if all members received 
the same intervention. Although there may be some clinical and cost benefits for those with 
compulsive hoarding belonging to an internet group, the lack of control over the intervention 
received in this study and the inconsistent make up of each sample means this study adds little to 
the evaluation of CBT for compulsive hoarding.
A more controlled trial with a larger sample was reported recently by Steketee & Frost et al (2010). 
This study employed a wait list control design to evaluate outcomes from CBT for compulsive 
hoarding using the manualised approach. 46 participants who had a primary problem with hoarding 
were assessed as eligible. 23 were randomly assigned to receive 26 weeks of CBT straight away 
and 23 were allocated to a 12 week waiting list before receiving the same 26 weeks of CBT. 19 
participants in the CBT arm, and 18 participants in the wait list arm completed treatment.
In this trial outcomes were based on the SIR and the CGI, rated by both the therapist and the 
participant, an improvement on previous studies. The Hoarding Rating Scale Interview, (a newly- 
developed clinician-rated measure) was also used to assess severity of hoarding behaviour. 
Depression and anxiety were also measured using Beck’s measures (Beck et al, 1996, cited in 
Steketee & Frost et al, 2010). It should be noted that the assessors were also the therapists who 
were not blind to each participants’ treatment allocation. Treatment followed the Steketee and Frost 
protocol and therapists were supervised and recorded to ensure manual adherence and consistency.
Comparisons at 12 weeks revealed a significantly greater improvement in outcomes on all 
measures in the CBT group compared to the waitlist group except on depression and anxiety 
scores. Effect sizes were large for all comparisons except for depression and anxiety where there 
were no group differences.
Following the full 26 weeks of CBT, intention to treat analysis revealed statistically significant 
improvements on all measures except for depression and anxiety, which again did not significantly 
improve. Effect sizes were again large on all outcomes suggesting global improvements in 
hoarding symptoms and overall illness severity as rated by both therapists and participants
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following 26 weeks of CBT. These improvements were not found in patients on the waiting list 
until they had received 26 weeks of treatment.
This is an important evaluation of CBT for compulsive hoarding in a controlled trial. However 
there are still methodological issues to consider when interpreting the findings. Firstly, although 
sample sizes have improved on earlier studies, and were comparable between treatment arms, they 
are still relatively small to make firm conclusions and generalisations to a wider population of 
compulsive hoarders. The paper also describes that 27 participants declined to take part and a 
further eight participants dropped out after the study began. This highlights the frequently reported 
difficulty in motivating patients with hoarding to engage in treatment. There may be a sub-group of 
compulsive hoarders who require a different treatment approach, but due to lack of motivation or 
other unknown factors, are not engaging with treatment studies and are therefore not being 
examined.
The authors also do not remark upon the ethical issues raised by allocating participants who are in 
need of treatment to waiting lists for the purpose of a research trial. It was not mentioned whether 
these participants’ were monitored during the wait list period nor is it known if waiting for 
treatment caused any additional harm to these participants.
The measures used in this study were relevant to the main features of hoarding although an 
objective measure of clutter such as the Clutter Image Rating could have been used to strengthen 
findings. The therapists were also involved in rating outcomes in this trial. They were not blind to 
the treatment condition and may have been influenced by their relationship with the participants or 
their knowledge of which stage of treatment the participant was at. A future study may want to 
assess outcomes using self-report measures of symptoms and quality of life, therapist ratings of 
treatment adherence, and independent researchers’ ratings of clutter, to get both objective and 
subjective accounts of the success of treatment.
The final paper to be reviewed comes from Turner et al (2010). This study reports the findings of 
treatment with CBT for compulsive hoarding in an elderly sample. The authors highlight the 
additional concerns excessive hoarding behaviour can produce in this client group with greater risk 
of falls, fires and physical health problems.
The sample included six participants with a mean age of 72.3 presenting with a range of psychiatric 
and physical health co-morbidities. The assessments used were the CIR to assess clutter, the 
Activities of Daily Living (ADL) assessment to assess functioning, and therapist ratings of four
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aspects of hoarding severity. No standardised clinical or hoarding symptom measures were used. 
Participants received between 28 and 41 sessions of Steketee and Frost’s CBT approach, depending 
on study funding. Treatment adherence was not monitored.
Outcomes indicate a significant group mean reduction in CIR clutter and ADL impairment. 
However there was a range in scores and the majority of the sample were not classified as having 
severe levels of clutter in the home or impairment in ADL at baseline. The therapist ratings of 
hoarding symptoms did not significantly improve.
One advantage of this study was that it was the first to report on participants’ satisfaction with 
treatment. The mean score on a satisfaction survey indicated high satisfaction with treatment. 
Further investigation of participants’ views about treatment may highlight ways to improve 
protocols and reduce the commonly reported lack of compliance.
This study suggests that CBT for compulsive hoarding can be used in elderly populations. 
However, the lack of control over the number of sessions offered and manual adherence makes 
replication with larger samples hard. The variability in participant characteristics at baseline limits 
the generalisation and applicability of findings.
Summary and Conclusion
The earlier studies in this review, although small in scale, have contributed to the refinement of 
treatment protocols and brought to light particular issues related to treatment in this client group. 
Increasing motivation, collaboration, and a focus on the emotional attachments were highlighted as 
significant components of successful intervention. These elements were later emphasised in 
Steketee and Frost’s manual.
Since the production of the treatment manual and the validation of standardised outcome measures, 
the more recent trials, such as Tolin et al (2007), Muroff et al (2009) and Steketee et al (2010), 
have yielded more promising results. Sample sizes have increased providing more powerful 
findings and the samples appear to come from more representative groups of participants who’s 
primary problem is hoarding.
However, it has been clear from this review that findings generally have been clouded by 
methodological flaws. Firstly, as indicated, sample sizes have consistently been a problem. Three 
of the papers reviewed are based on single cases and even the treatment trials have had negligible 
sample sizes when considering the estimated prevalence of compulsive hoarding in the community.
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The range of psychiatric co-morbidity recorded means larger sample sizes are needed to control for 
these characteristics and make findings more generalizable to a wider population of compulsive 
hoarders.
Despite this variability in psychiatric presentations, there was strikingly little diversity in other 
variables. The majority of participants were women, from a white middle class background and all 
studies were based in the USA. This adds to the difficulty in making the findings generalizable to 
other demographic groups.
Studies have generally relied upon a range of un-validated and unstandardized outcome measures. 
The majority of studies also did not systematically evaluate additional clinical variables or overall 
levels of functioning. Most notably, motivation levels were never formally assessed. These could 
provide clues to key mediating and moderating factors that effect treatment outcomes. Quality of 
life and psychological wellbeing are also equally important to examine if the gains made from 
treatment are to be maintained. This variability in outcome measures makes the comparison 
between studies difficult leaving a more fragmented picture of outcomes from CBT.
Another common absence from these studies was follow-up assessment. Thus it is not known 
whether participants maintained the skills learnt after the withdrawal of the therapists’ support.
There was great variety in the lengths of treatment offered, sometimes within studies, with 
treatment lengths ranging from one day to 17 months. The format also varied from group to 
individual sessions, based in the clinic or at the participants’ homes. Future research is needed to 
evaluate the optimum length and format of treatment whilst still providing cost efficiency.
Bearing these methodological issues in mind, it is clear that further work is needed to allow for 
greater consistency and more generalizable findings. Further trails could employ a randomised 
controlled trial (RCT) design comparing CBT for compulsive hoarding with one or more control 
therapies. These future trials should utilize standardised measures of hoarding symptoms and 
objective measures of clutter, such as the SIR and CIR, but should also examine quality of life and 
treatment satisfaction. This will allow for closer examination of the key ingredients involved in 
improving hoarding symptoms and wellbeing in individuals with compulsive hoarding.
The introduction of defined diagnostic criteria for a ‘hoarding disorder’ in the upcoming DSM-V 
should allow for refinement of study inclusion criteria and generate further research in hoarding 
populations which may highlight further key areas to focus on in treatment.
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Reflections and Clinical Implications
This assignment has highlighted to me there are many areas of psychological treatment that are yet 
to be understood. The work of Frost’s group, and others, on refining treatment for this relatively 
common clinical population has led to hopeful findings. The public availability of their treatment 
manual means there is more chance of someone presenting with compulsive hoarding being offered 
an appropriate treatment.
A summary of this review will be fed back to the CMHT in which I am working and will hopefully 
bring staff members’ attention to some of the key issues in treating compulsive hoarders and that 
there are treatment protocols available.
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Problem Based Learning Reflective Account One
Year 1 
March 2011
Approach to the Assignment
I must admit that approached this assignment with a sense of dread. I have not had to write such an 
account before and am not used to writing my thoughts and reflections down. I have reflected on 
myself and clinical practice verbally many times in group situations and in supervision but have not 
had to record them in writing. I wonder if it is the permanency of a written account which concerns 
me - once my reflections are down on paper they are there for all to see and cannot be altered or 
explained further. Perhaps that is what I find uncomfortable about this assignment.
Description of Problem Based Learning Exercise and Presentation
On the second day of clinical training we were divided into Personal and Professional Learning 
Discussion Groups (PPDLG). My group consists of seven trainees in total plus a facilitator from 
the course team. We were given the title for the problem based learning (PEL) exercise, which was 
The relationship to change , in that first session. We were given this title with little instruction as 
to how we should complete the task other than that we should work as a group towards producing a 
presentation on this topic which would be presented to our peers and course team in six weeks 
time. We were given some background reading on PEL exercises which described a process of 
assigning a chair person and a scribe for each session and then deciding as a group how to tackle to 
problem.
Our group chose to firstly allocate chairs and scribes for each future session. This was done in a 
way to make sure everyone had a role at least one of the weeks. From brainstorming in that first 
session we chose to begin the task by researching definitions of change and psychological theories 
relating to change. From discussing what research we had found we noticed that there were several 
common themes related to the process of change. We then chose to focus on a few of these themes 
and explain the relevant theories that discuss those themes. The theories we mentioned in our 
presentation were: the Theory of Planned Behaviour (Ajzen, 1985) which highlights the 
relationship between people’s beliefs about change and behaviour; Social Cognitive Theory 
(Bandura, 1986) which describes the interaction between a person’s behaviour, individual factors 
and their social environment; Prochaska and DiClemente’s (1986) Stages of Motivation Model 
which suggests that behaviour change occurs through cyclical stages; Becker’s (1963) Labelling 
Theory which states that the self-identity and behaviour of an individual may be determined or 
influenced by the terms used to describe them; and lastly, Rogers (1983) personality theory which 
described five personality types and their relationship with behaviour change.
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The themes that we drew from these theories were as follows: ‘self-efficacy’ which relates to a 
person s beliefs about their ability to achieve their goals and is mentioned in several theories of 
change; ‘social norms’ which relates to expectations and cues within a society or group and 
whether change is congruent with the norms of that group; ‘personality type’ which can influence 
attitudes to change and how a person responds to social norms; ‘perceived control’ whereby beliefs 
about control can shape intentions to change and are closely related to self-efficacy and social 
norms; and lastly labelling and identity’ whereby a person’s behaviour and ability to change is 
influenced by labels ascribed to them or roles they play. We planned to discuss these themes in turn 
during the presentation with reference to how this knowledge would be helpful in our work with 
clients.
As we began to form these ideas into presentation slides we realised however that we had not been 
reflecting on our own relationship to change but had been focusing on factors effecting future 
clients relationship to change. Those presenting a slide went away and added some reflections on 
how the topic they were discussing related to themselves and their feelings about change.
The presentation went well with each group member contributing equally. Feedback received was 
overall positive although it was mentioned that we did not include much critique of the theories we 
discussed.
Reflections on Group Processes
From reflecting three months later I can recall my initial feelings about the task. I remember feeling 
quite overwhelmed and unsure of how were going to approach the task. I find public speaking 
somewhat anxiety provoking and was apprehensive about the ideas the other group members might 
have about how we should do the presentation. I was also confused by the lack of direction and felt 
unconfident in my ability to come up with ideas of how to complete the task. By discussing my 
worries in the group and to my peers in other PPDLG groups I realised quickly however that others 
felt that same. I was reassured by the fact that responsibility for the success of the task was shared 
across group members. In terms of roles within the group it appeared very equal. Even those who 
were less outspoken had equal share in presenting and contributions to the presentation material 
were equally spread. Some group members were very apprehensive about presenting but after 
sharing these feelings felt they were willing to present. There was little or no conflict expressed 
within the group and I personally found it a very helpful way to begin to get to know my fellow 
trainees.
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Upon reflection of the PEL exercise, I can see that perhaps our group treated the exercise as an 
academic one. We quite quickly began the task by discussing theories of change we had come 
across before and by doing further independent research from academic texts and sources. It felt 
natural to go with this method and we did not question our approach until several weeks into the 
process when we realised we had not spent any time reflecting on ourselves as a group. We decided 
this was important and added in some personal reflections however these were done in our own 
time and other than sharing them when practicing the presentation we did not discuss any personal 
reflections as a group. I have also realised that as I was responsible for the opening and closing 
sections of the presentation I was not required to do any of my own self reflections, according to 
the plan we had already outlines for the presentation. A few explanations for the late inclusion of 
reflections and the focus on academic material have occurred to me. It is possible that the personal 
reflections are simply harder and less natural in a group of people you don’t know. We may have 
brushed past this element of the presentation, albeit unintentionally, until we knew each other better 
and felt safe in bringing it up. The presence of the facilitator who was a course team member may 
have lead us to want to highlight our academic competencies.
From reading about group processes in social psychology texts one theory appeared to be relevant 
to the process described above. Zojonc’s (1965; cited in Hewstone et al, 2005 p. 386) explanation 
of social facilitation and inhibition states that the presence of others increases motivation and 
arousal in a group. This leads group members to want to perform well. In this situation group 
members often rely upon their perceived strengths, or dominant responses, which have been useful 
in the past. This is useful when the task in hand is a familiar or simple one. However if the task is 
novel or challenging and the dominant responses are not appropriate, they can lead to impaired 
performance.
It is possible this process was occurring during our PPDLG group. Here, the presence of our new 
peers and course team members increased motivation to do well. This led us to rely on previous 
strengths which we felt comfortable with, our academic strengths. The lack of direction about the 
task made it a challenging one and our dominant response may have impaired our performance by 
leading us to ignore the personal reflections until near the end. Although overall the presentation 
was successful I am not sure the balance between theory and reflection was achieved. This is 
particularly the case for myself as my role in the presentation did not require any personal 
reflection.
Reflections on my ‘Relationship to Change’ and Implications in my practice
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If I had to do the PEL exercise again I would spend more time reflecting on the themes we 
discussed in our presentation and how I feel they are relevant to my relationship to change.
Based on the themes we identified in our presentation I feel that personality type plays a role in my 
feelings about change. We discussed in our presentation Rogers (1983) identification of 5 main 
stable traits: Innovators (seek out change), Early Adaptors (Like change if there are clear benefits), 
Early Majority (like change if it does not require too much upheaval, hate risk), Late Majority (only 
change to fit in, uncomfortable with new ideas but do not like to stand out) and Lagards (always 
avoid change, very anxious about it). These traits were identified with the aim of improving selling 
techniques but can be applied to any situation involving change. I feel that I am an Early majority -  
I like change (I believe that variety is the spice of life) but need to know it will be helpful to 
change, therefore I may take a while to consider before adapting. Making more careful considered 
decisions can be helpful in my work where it is essential to gather facts before jumping to 
conclusions for example when making formulations or when planning interventions. It does 
however mean that I’m not used to relying on my gut instincts which can be necessary when 
making critical decisions in emotive situations about issues such as risk for example. I sometimes I 
discover after the fact that my instincts were correct or more useful than I thought and could 
perhaps take more risks in listening to them more often.
This line of research has also made me realise the importance of highlighting the benefits of change 
to someone to encourage change to occur. I have been applying behavioural activation to client 
who is depressed. He has been finding homework difficult and I have since gone back to 
formulation and reiterated the potential benefits of completing activity scheduling and increasing 
activity levels.
I also feel that labelling has an effect on my relationship to change. I am now labelled as a Trainee 
Clinical Psychologist which could lead me to feel empowered and confident as I have managed to 
get onto a competitive course. However it could also lead me to feel inadequate when faced with 
the new responsibilities that come with that label. I feel that the latter was true at the beginning of 
training and before I began placement I was unsure if I would meet expectations. However over the 
last months of training I feel the label has given me more confidence and has allowed me to use the 
skills I already possessed as a more independent role as a practitioner.
I have become more aware of how difficult it is to change and different barriers to change. I am 
more aware of effect of others on performance, and of the potential difficulties and benefits of 
being in a group. I am now facilitating therapeutic groups in my current placement and I have
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considered that it may help to give more direction at first when group members don’t know 
eachother and may be overwhelmed at the gravity of the task in hand i.e. changing aspects of their 
thinking or behaviour.
I have reflected that it is possible that I haven’t changed in myself a great amount but have changed 
my view of myself. I am more competent and experienced than I thought and have coped well with 
first half of placement. This highlights to me the difference between behavioural change (doing 
something differently) and psychological change (thinking about something differently). Through 
my research for the presentation I found a quote in the Stanford Encyclopaedia of Philosophy 
which describe change; ‘Change is so pervasive in our lives that it almost defeats description and 
analysis’ (Mortensen, 2008). This implies that change is happening all the time, thus we should not 
try and analyse the changes themselves but to understand how we respond to change. How I  have 
adapted to change important - not what the change is.
24
References
Ajzen, I. (1985). From intentions to actions: A theory of planned behavior. In J. Kuhl & J. 
Beckmann (Eds.), Action control: From cognition to behavior. Berlin, Heidelber, New York: 
Springer-Verlag.
Bandura, A. (1986). Social foundations of thought and action; A social cognitive theory. Prentice 
Hall: Englewood Cliff a, N.J.
Becker, H. (1963). Outsiders, New York, NY: Free Press
Hewstone, M., Fincham, F., & Foster, J. (Eds.). (2005). Psychology. Oxford: Blackwell Publishers.
Mortensen, C. (2008). The Stanford Encyclopaedia of Philosophy (Fall 2008 Edition), Zalta
E.N (ed.), URL = <http://plato.stanford.edu/archives/fall2008/entries/change/>.
Prochaska, J.O. and Di Clemente, C.C. (1986). Towards a comprehensive model of change. In: 
W.R. Miller and N. Heather (Eds), Treating addictive behaviours: Processes of change. New York: 
Plenum Press.
Rogers, E.M. (1983). Diffusion of innovations. New York: Free Press
25
Summary of Personal and Professional Learning Discussion Groups
(PPLDG) Process Account One
Year 1
September 2011
26
PPLDG Summary One
This account aims to describe the development of my personal and professional learning discussion 
group (PPLDG) over the course of the first year. I outline the activities of the group over the year 
reflecting upon the tasks completed and the more unstructured periods between tasks. The 
evolution of the group over the year is discussed with reference to Tuckman’s five stage theory of 
small group development (1977). The role of the facilitator is reflected upon and my own 
contributions to the group are described. Reflections on the links to my clinical and professional 
practice are included.
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Introduction
As a profession of scientist practitioners it is an essential part of a psychologists practice to 
continually ask the questions what psychological interventions work, for whom, and how? (Roth & 
Fonagy, 2005). The term psychological intervention has been defined as “an interpersonal process 
designed to bring about modifications of feelings, cognitions, attitudes and behaviour which have 
proved troublesome to the person seeking help from a trained professional.” (Strupp, 1978 cited in: 
Roth & Fonagy, 2005). Common examples include cognitive behavioural therapy, psychodynamic 
psychotherapy, systemic family therapy and behavioural therapy.
Traditionally psychological interventions offered to people with learning disabilities have been 
focused on behavioural management and skills training (Nagel & Leiper, 1999 cited in: Brown et 
al, 2011). In the past it has been believed that people with learning disabilities did not experience 
emotional or mental health problems and therefore would not benefit from psychological 
interventions which aim to alleviate these (Beail, 2004; Royal College of Psychiatrists [RCP], 
2004). This has been referred to as a history of ‘therapeutic disdain’ for people with learning 
disabilities (Bender, 1993 cited in Beail, 2004)
However, there has been an increased attention on the mental health needs of people with learning 
disabilities in recent years (RCP, 2004; Brown et al, 2011) and it has been suggested that people 
with learning disabilities are in fact at an increased risk of suffering from mental health problems 
compared to that of the general population (Emerson & Baines, 2010). There is emerging evidence 
that psychotherapeutic approaches which have an evidence base in the general adult population, 
such as cognitive-behavioural and psychodynamic approaches, are now being offered to people 
with learning disabilities however, the availability of such approaches varies widely (Brown et al, 
2011).
The focus on behaviourally oriented psychological interventions being offered to people with 
learning disabilities in practice is also reflected in the outcome research literature (Beail, 2003). 
Elsewhere there is a long history of assessing the outcomes of, and evaluating the effectiveness of 
psychotherapeutic interventions for emotional problems, however people with learning disabilities 
have largely been excluded from this area of research (Beail, 2004). Indeed the presence of a 
learning disability has in the past been cited as an exclusion criterion from psychotherapy outcome 
research (RCP, 2004).
29
This essay aims to discuss the issues involved in assessing the outcomes for people with learning 
disabilities following psychological interventions which focus on alleviating emotional distress. 
Using the terms psychological or psychotherapeutic interventions in this essay will be referring to 
those focusing on emotional problems rather than solely focusing on behavioural difficulties or 
challenging behaviour. The author is aware however that unhelpful behaviours are often addressed 
in the interventions aimed at alleviated emotional distress.
Examining this issue in depth raises pertinent questions, including:
Why assess outcomes at all? What outcomes should be assessed? How should we assess outcomes? 
Who should we assess? And what should we use those assessments for? These questions have been 
raised and discussed extensively in the non-learning disability literature. Some of these discussions 
are relevant to the field of learning disabilities. However there are issues particular to working with 
people with learning disabilities which should be highlighted if these questions are to be answered.
Why assess outcomes of psychological interventions?
Current policy put clinical governance and clinical effectiveness as a high priority, and the routine 
monitoring of outcomes is recommended to be an essential part of the delivery of psychological 
services (DOH, 2004). Routine assessment of outcomes of psychological interventions can provide 
essential information on the course of response to interventions and be used for the review and 
development of individual services (Sperlinger, 2002). In the current economic climate there is 
pressure to provide cost effective quality interventions to users of NHS services (DOH, 2011). 
Assessment of outcomes can provide accountability to the various stakeholders, commissioners and 
users of services and monitor whether services are offering safe and effective interventions (Barr, 
2011).
In addition to the political motivations there are ethical and professional motivations to assess 
outcomes. There is the expectation that users of services in the NHS should derive benefit from that 
service (Sperlinger, 2002) thus routine assessment of the outcomes of that service can indicate if 
this has been achieved. The issue of how we know whether any benefit has occurred following 
psychological intervention will be addressed later in this essay.
Elsewhere in the health field outcome data has added to the growth of an evidence base for the 
effectiveness of psychological therapies which has in turn contributed to national guidelines for 
NHS practice (DOH, 2004). It is now recommended that psychological services use evidence-based 
practice where possible. There is however a distinct lack of a good evidence base for
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psychotherapeutic interventions for people with learning disabilities. The limited attention in the 
research literature is compounded by a lack of access to psychological services resulting in a 
continued exclusion of people with learning disabilities from clinical trials (Willner, 2005; Brown 
et al, 2011 ; Bhaumik et al, 2011).
Where there is a lack of evidence base the monitoring of outcomes becomes even more essential 
(Long & Dixon, 1996). Here one must apply the scientist practitioner model to generating ‘practice 
based evidence’ (Barkham et al, 2001). ‘Practice based evidence’ refers to the evaluation of 
effectiveness of interventions at a local service level. The routine collection of outcome data is a 
vital part of this process. In the absence of definitive knowledge as to what works for people with 
learning disabilities it is essential for psychologists to monitor closely the outcomes of the work 
they offer.
Assessing outcomes can also provide essential detailed information to clinicians themselves as to 
whether the needs of service users have been met. This can form part of clinicians’ personal and 
professional development (Sperlinger, 2002). Outcome measures have long been used by 
psychologists as part of the formulation and intervention process (Finlay & Lyons, 2001). Given 
the lack of evidence base for what psychological interventions are most effective for people with 
learning disabilities, the monitoring of outcomes can offer guidance for psychologist working with 
this client group as to whether an individual client is responding to an intervention.
Thus it seems that there are political, ethical and professional reasons to monitor outcomes from 
psychological interventions. These reasons are of greater significance when working in a field 
where people have traditionally been marginalised from formal outcome research and where 
additional guidance on ‘what works’ is needed.
What should we assess?
The definition of outcome used in the British Psychological Society (BPS) paper on outcome 
assessment in routine clinical practice is: “The assessment, during or after having received 
services, o f behaviour, states or adjustment, which are significantly related to the reasons fo r  the 
person having sought care” (Sperlinger, 2002). This definition highlights the importance of 
assessing outcomes in the context of the individuals’ reasons for seeking help. Reasons for 
assessing outcomes can be driven by political and organisational pressures. Despite these pressures 
it is essential to also focus on outcomes relevant to the users of services if person centred care is to 
be offered.
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The above definition of outcome however, does not take into account that the individual for whom 
an intervention is planned for may not be the person who initially requested help. Individuals with 
learning disabilities seldom refer themselves for therapy (Banks, 2006). Much of a psychologists 
work with people with learning disabilities can involve working with staff or carers who have 
requested a psychological intervention on behalf of an individual client. If the reason for offering a 
psychological intervention has not been indicated at the outset by the person receiving the 
intervention then how does one know what to measure as an outcome of that intervention? This 
remains a challenge for clinicians in eliciting the current problems for a client themselves and 
adapting outcome assessment accordingly. If outcome measurement is measuring change then it is 
important for psychologists to consider who’s problem it is and who needs to change?
Behaviours
People with learning disabilities often present to psychology services with a display of problem 
behaviours which staff find challenging (Willner, 2005). Although this essay focuses on 
psychological interventions aimed at alleviating emotional problems, it is often an unhelpful 
behaviour that can initially indicate an underlying emotional problem (Hollins & Sinason, 2000). 
Thus in the past the measurement of problem behaviours has often been used as the main indication 
of outcome from interventions with people with learning disabilities (Prout & Nowak-Drabik,
2003). This can give key indications as to usefulness of an intervention particularly where there are 
communication difficulties. Hollins & Sinsaon (2000) highlights however that considerable skill is 
required to make the connections between behaviours and feelings and to understand what 
someone may not be able to verbalise for themselves. Using the frequency of behaviours as an 
outcome indicator should not be done in isolation therefore as it may not necessarily directly 
indicate alleviation of emotional distress.
Emotions and psychological symptoms
With this in mind if a person is seeking help for an emotional problem it would be reasonable to 
focus measurement on detecting any change in this emotional problem. Diagnostic overshadowing 
has meant that difficulties have often been attributed to a person’s learning disability and not to any 
underlying emotional distress (DiMarco & lacono, 2007). Consequently the assessment of 
emotions in people with learning disabilities has largely been ignored in the past (Arthur, 2003). 
However, the measurement of psychological symptoms as outcomes has begun to be investigated 
in the learning disability population, more in line with outcome research in the general adult 
population.
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There are a vast number of different outcome measures used in research and clinical practice. One 
study found 1430 measures were used in published studies of psychotherapy outcome over a five 
year period (Froyd, Lambert & Froyd, 1996 cited in Sperlinger, 2002). Despite this there are few 
measures that have been validated in the learning disability population. Recent attempts have been 
made however to validate existing measures or adapt ones used for assessing common 
psychological problems such as depression and anxiety. For example the Glasgow Depression and 
Anxiety Scales (Cuthill et al, 2003; Mindham & Espie, 2003) and the Beck Depression and 
Anxiety Inventories (Lindsay & Skene, 2007) have been modified and validated in the learning 
disability population.
Global measures o f distress
However not all individuals using psychology services will be categorised according to symptoms 
of a mental health diagnosis such as depression or anxiety for example. A global measure of 
psychological distress could be used to address this problem.
The Symptom Checklist ([SCL-90-R] Derogatis, 1983 cited in Beail & Warden, 1996), an index of 
global distress, has been used as a tool to measure outcomes from psychological interventions. 
Beail & Warden (1996) used this measure to evaluate individual psychodynamic psychotherapy 
with people with learning disabilities in everyday practice. They report significant reductions in 
overall severity indices for the ten clients in their study. There was however no normative data 
from the learning disability population on the SCL-90-R to compare the study participants with. 
This makes generalisation difficult and is an example of a common difficulty with the use of 
outcome measures as there is a general paucity of normative data from within the learning 
disability population.
The Clinical Outcomes in Routine Evaluation Outcome Measure ([CORE-OM] Evans et al, 2000) 
is another global measure that is widely used in the UK. This measure has been found to have good 
psychometric properties in the general adult population (Evans et al, 2002) and has recently been 
modified for use in the learning disability population (Marshall & Willoughby-Booth, 2007). In the 
development of the CORE for people with learning disabilities (CORE-LD) the researchers 
involved people with learning disabilities in the entire research process with the aim of devising a 
measure that has greater meaning and validity for people with a learning disability (Brooks & 
Davies, 2007). Indeed the CORE-LD monitors the same domains as the CORE-OM but also 
measures another domain that is concerned with impact of having a learning disability.
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Psychometric data not yet available for this modified measure but it has begun to be widely used in 
psychology services for people with learning disabilities.
Recovery from mental health problems
A reduction in symptoms or indeed psychological distress has been cited by some as often not the 
main goal of interventions for mental health problems or the sole indication of recovery. 
Traditionally mental health professionals have defined recovery as an improvement in symptoms or 
other deficits to within the normal range (Schrank & Slade, 2007). However another definition has 
been proposed by the user movement, made up of those who use mental health services. They state 
that recovery should be defined by individual goals in achieving a meaningful life and not merely a 
change in psychiatric symptoms (Schrank & Slade, 2007). Thus, an improvement in symptoms may 
be meaningless if overall satisfaction with life and subjective wellbeing remains low. Users of 
services have criticised many widely used outcome measures that focus on symptoms as being too 
disability focused (Andresen et al, 2010). Several measures have been developed to examine user 
defined recovery (Andresen, 2010), although there is little evidence in the literature that they have 
been applied to recovery from mental health or emotional problems in people with learning 
disabilities. At a more practice level, individual goal setting has long been an active part in the 
process of many psychological interventions and is then monitored throughout the course of 
therapy. Whether change has occurred in these individual goals which are set collaboratively with a 
therapist may give more detailed information as to whether a successful outcome has been 
achieved. This would however not provide the generalizable or standardised measures of outcome 
required at the organisational or managerial level.
Impact o f a learning disability and trauma
The Royal College of Psychiatrists recommend that psychotherapeutic interventions for people 
with a learning disability should not only focus on common mental health or emotional problems 
but also on factors specific to the experience of having a learning disability (RCP, 2004). 
Psychodynamically oriented practitioners have suggested that psychological distress in someone 
with a learning disability may be secondary to the developmental trauma of having a disability and 
that this trauma should not be overlooked (Hollins & Sinason, 2000). Assessing outcomes in terms 
of coping with the trauma of having a disability is something which is unique to this field and 
requires further attention.
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Thus it seems there are many dimensions to consider when detecting change following an 
intervention. However, in the uncontrolled environment of everyday clinical practice it is still 
difficult to assess whether any change measured can be attributable to a single intervention.
Who should we assess?
Individuals with learning disability
It has been suggested that people construct their own understanding of the world and make sense of 
their experiences in a unique and individualised way and as such comparing individuals to 
benchmarks or categories is meaningless (Hare et al, 2010). Thus, an in depth psychological 
assessment of a person’s experiences before, during and after an intervention may yield a more 
meaningful assessment of the outcome. However, this may not be the most scientifically rigorous 
method of identifying change and cannot be compared reliably across time points and between 
clients.
As such, standardised self report measures and interviews are more regularly used in the attempt to 
measure outcomes and to detect if beneficial change has occurred. The individual client is best 
placed to not only report their subjective satisfaction with the treatment they have received but also 
indicate if meaningful changes in psychological distress or emotional symptoms have taken place. 
This however, may not always be possible depending on the particular abilities of the client, and 
therapist. Communication difficulties associated with assessment of mental health needs and 
emotional experience are well document in the learning disability literature (Finlay & Lyons, 
2001). The various methods of eliciting information needed for an assessment of outcome will be 
addressed later.
Families, carers and staff
People with learning disabilities often have complex needs and are surrounded by many systems 
and networks involved in their care (Brown et al, 2011). Thus the views of the people who provide 
care for individuals with a learning disability can provide key information on the wellbeing of 
those individuals.
Family therapy has been recommended for people with learning disabilities and their families 
(RCP, 2004; Hollins & Sinason, 2000). Carers and staff members have however been more 
frequently involved in the management of challenging behaviour rather than in interventions for 
emotional problems (Dagnan, 2007). There is little literature on outcomes from psychological
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interventions with families of an individual with a learning disability for emotional problems 
(Banks, 2006; Brown, 2011). Examining outcomes from the perspectives of family members 
involved in the treatment of an emotional problem can give essential information as to the success 
of the intervention and the likelihood of the family system adapting to any changes reported 
(Brown et al, 2011). In the non-learning disability literature the routine assessment of outcomes 
from family therapy is recommended (Carr, 2005) however there is little evidence in the research 
as to whether outcome measurements following family therapy have been adapted for people with 
learning disabilities.
In the non-learning disability population the assessment of emotional or mental health problems 
relies upon an individual’s ability to describe either verbally or via an instrument their emotional 
state. However, for those with disabilities which mean they are unable to access these methods 
there has been a reliance on proxy reports from carers or staff working with an individual (DiMarco 
& lacono, 2007) or on the recording of observable behaviours to give clues as to the internal state 
of an individual (Prout & Nowak-Drabik, 2003). Carers and staff are also frequently asked to report 
the internal emotional state of an individual in their care. This has been shown to be of questionable 
reliability and valididty (Beail, 2004). Rose and Gerson (2009) found little association between 
self-report and staff reported levels of anger of clients with a learning disability after they 
participated in a cognitive behavioural intervention for anger problems. This was improved 
however if the staff member accompanied the individual client in the intervention. This suggests 
that a close working relationship with support staff can aid the reliability of proxy reports of 
internal states.
Even with the best intentions however, everyday communication between staff and people with 
intellectual disabilities is frequently marked by power imbalances and a lack of reciprocity (Hare et 
al, 2010). How an individual makes sense of their experiences is key to understanding whether a 
desirable outcome from a psychological intervention has been achieved.
Independent observer or clinician
The use of ratings of observable phenomenon such as behaviours for indicating outcomes has been 
discussed above. Individuals who know the client best may be better placed to report on any 
changes in behaviour following an intervention. Staff carers and family members are often asked to 
make such ratings (Deb et al, 2001). However, these reports may also be effected by close 
relationships and dynamics within the care system or network and as such may not be as reliable as
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an independent observers report. A clinician in the team offering the intervention can be asked to 
perform direct observations to indicate any behavioural change as an objective observer.
Therapist’s clinical judgement and observations of the client within the therapeutic relationship is 
also an essential guide to the effectiveness of an intervention. Newman and Beail (2002) report a 
method of quantifying change during therapy by examining transcripts of therapy sessions 
following an intervention. Individual therapists may also be able to identify process issues and non­
verbal communication that can be subtle indicators of change.
How should we assess?
Assessment of outcomes should be “meaningful, relevant and useful” (Sperlinger 2002). Achieving 
this will depend on how outcomes are assessed and what those assessments are used for. As 
mentioned already, there are a variety of possible means to elicit the information needed to make a 
judgement about the outcome of an intervention.
There has been an assumption in the past that people with learning disabilities are generally unable 
to give and accurate report of their own mental state (Beail, 2004). Subsequently standardised 
interviews and checklists of mental health problems in people with learning disabilities are a rare 
(Beail, 2004). As mentioned, there has been a recent growth in the validation of self-report 
measures of psychopathology and emotional distress but this is in it’s infancy compared to 
mainstream mental health.
Self Report
Self-report measures allow insight into the private behaviours, subjective perspectives and mental 
experiences of individuals (Hartley & MacLean, 2006). This can be of particular use in assessing 
the outcome of interventions from the client’s perspective. Using self-report questionnaires can 
also overcome difficulties in verbal communication for example the client can point to an item or 
symbol they wish to endorse. Conversely clients who have difficulties with reading can have the 
responses read aloud and use pictorial representations as an aid. This method known as ‘assisted 
completion’ has been described by Kellett et al (1999) who used the Symptom Checklist (SCL-90- 
R) with people with learning disabilities.
The use of self-report measures with people with learning disabilities is not without challenges 
however. Measures need to be valid and reliable and assess important aspects of care (Leach et al,
2004). They should also be sensitive to change over time. There has been the assumption that
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mainstream measures used in the general adult population can be applied to people with learning 
disabilities. These measures may be inappropriate however for the learning disability population. In 
particular, the sentence structure and format of rating scales of existing self-report measures can be 
too complex for people with learning disabilities and should be adapted to take into account 
difficulties with language comprehension, information processing and memory (Marshall & 
Willoughby-Booth, 2007). Each measure needs to be individually validated in each new population 
it is used in, especially if modifications are made to the original format (Finlay & Lyons, 2001).
Hartley & MacLean (2006) reviewed the use of Likert scales in self-report measures in learning 
disability populations. They concluded that they can be efficient and useful in capturing a range of 
variance amongst different clinical dimensions. To be valid and meaningful they recommend 
modifications to include pictorial representations of response options, simple one or two worded 
response categories and clarifying questions.
Over compliance and acquiescence should also be taken into account (Kroese, 1997 cited in: 
Marshall & Willoughby-Booth, 2007 ). Finaly & Lyons (2001) summarise data that demonstrates 
the acquiescence of people with learning disabilities particularly in answer to “yes/no” response 
formats. They cite studies that have used “either/or” response formats, open ended questions, 
don t know’ options, or reversed items to overcome this issue. Using Likert scales whereby 
responses are rated on a sliding scale may also be more reliable (Hartley & MacLean, 2006).
It is likely that the learning disability population is too heterogeneous in terms of cognitive ability, 
communication skills, and life history for one measure to be applicable to all (Finlay & Lyons, 
2001). Indeed Hartley and MacLean’s (2006) review of self-report measures found the weakest 
psychometric properties were reported when measures were administered with the more moderate 
and severe ranges of learning disability. Those with more severe and profound difficulties, are 
generally underrepresented in reliability and validity studies of self-report instruments (Hartley & 
MacLean, 2006). Modifying measures to include simpler language, response formats and pictorial 
representations, or using alternative communication systems, may make these measures accessible 
to a wider group of people within the learning disability population. These issues highlight 
important considerations for clinicians in selecting appropriate measures to reliably measure 
outcomes from interventions with individual clients.
Qualitative feedback/interviews
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Another way to gather meaningful data regarding outcomes is through semi structured interviews. 
Removing the confines of structured quantitative measures can allow for more flexibility to explore 
more complex, sensitive and meaningful issues (Mays & Pope, 1995 cited in: Macdonald, 2003). 
Macdonald et al (2003) used qualitative interviews to explore learning disabilities’ client’s 
experiences of group analytic psychotherapy. They extracted important themes that identified key 
benefits from the intervention and also areas the clients found more challenging. This kind of 
method can provide clinicians with valuable information as to the value of an intervention and 
guide any adaptions or modifications for future clients.
Difficulties in gathering meaningful qualitative data can be encountered when the language used by 
those interviewing and analysing may include constructs and vocabulary that is different from that 
used by the client (Finlay & Lyons, 2001). Stalker et al (2011) examined the language used by 
young people with learning disabilities to describe emotional problems. They found that 
participants generally did not use common medical terms such as depression or anxiety but used 
their own unique descriptions of their difficulties. Thus it is important to communicate with clients 
using terms that they understand and are familiar with. Deb et al’s (2001) guidelines of 
interviewing someone with a learning disability recommend beginning with general questions to 
elicit the level of understanding and verbal abilities of each client. They also remind clinicians of 
the commonly found discrepancies between verbal and non-verbal abilities, and between 
comprehensive and expressive speech in people with learning disabilities.
Alternative methods
Some other methods of assessing outcomes have also been reported in the learning disability 
literature.
For example, Burfod & Jahoda (2011) explored a technique whereby clients viewed video tapes of 
their own therapy sessions to help them describe their experiences of therapeutic change. The 
authors report the method was helpful in gaining insight into clients’ views on what aspects of 
therapy were helpful.
Alternative methods may be particularly helpful when verbal communication is a challenge. Visual 
aids, drawings or books can be helpful when expressive language is difficult for the client (Deb et 
al, 2010). Books Beyond Words’ published by St George’s Hospital Medical School are widely 
used to aid communication with people with learning disabilities. Using such additional aids can be
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a “means of enhancing the therapeutic dialogue” (RCP, 2004) in those who are less able to express 
their internal experiences in a way that is understood by others.
W hat do we do with the assessments?
Outcome data can be used at many levels. At the individual service user or clinician level, the data 
can be used to monitor progress and direct the course of interventions and can empower service 
users to communicate their needs. At the organisational level it can be used for purposes such as 
service development, allocation of resources, and to evaluate performance of individual or groups 
of practitioners (Long & Dixon, 1996). At the broader level outcome data can be disseminated to 
inform clinical research and development of interventions and treatments for people with learning 
disabilities, an area that is massively underrepresented in the existing literature. Data can then be 
used to inform practice guidelines, benchmarks and norms, and policy initiatives (Sperlinger, 
2002).
Conclusion
This essay has attempted to discuss some of the issues involved in assessing the outcomes of 
psychological interventions for emotional problems with people with learning disabilities. The 
attention paid to this area of practice and research in the literature is distinctly lacking in 
comparison to mainstream mental health populations. Considering the increased risk of mental 
health problems in people with learning disabilities it is of vital importance that research into what 
interventions can benefit this population is made a high priority.
Assessing the outcomes of psychological interventions can have different benefits at varying levels 
from the individual client, to wider service development and policy initiatives. There are challenges 
in assessing outcomes in this population, many of which are similar to the challenges faced by 
clinicians and researchers in mainstream mental health fields. The questions of what data to collect, 
from whom, and how, continue to evade definitive answers. Some of the difficulties in assessing 
outcomes in people with learning disabilities can be overcome if methods are adapted and if 
various sources of information are used.
Reflections
Having only worked in learning disability services for a matter of months when I wrote this essay I 
was surprised by the dearth of literature supporting an evidence base for psychological therapies for 
people with learning disabilities. What is clear from the existing literature, and from what I have
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encountered on my placement, is the now widespread belief, that people with learning disabilities 
should have access to psychological interventions and that they can benefit from such input.
My own recent experience of assessing outcomes from psychological interventions has been using 
the CORE-LD, a measure mentioned in this essay. It was extremely useful in allowing the client I 
was working with to express her current difficulties, but also provided me as a clinician a means of 
focusing my assessment with a lady who’s presentation made it difficult for her to remain focused 
at times.
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Problem Based Learning Reflective Account Two
Year 2 
February 2012
Problem Based Learning Tasks
Problem based learning (PBL) tasks have been described as ‘discovery learning tasks’ whereby 
learning occurs by discovering solutions to problems rather than being told what the solutions are 
(Huey, 2001). These tasks aim to enhance and integrate clinical and scientific knowledge, improve 
clinical reasoning, provide learning in context and activate curiosity (Huey, 2001).
In this account I aim to reflect upon my Personal and Professional Learning Discussion (PPLD) 
group’s recent experience of completing a PBL task. I will start with a brief description of the task 
and then pay attention to the group’s approach to the task, my observations of the group processes 
and my own feelings about the task and personal contributions to the task within the group. In 
doing this I will also consider how these compare with the PBL task my group completed at the 
beginning of the first year. I will also reflect upon the outcomes and implications of this task and 
the processes involved, on my clinical practice and professional development.
Description of the task
This PBL task involved a description of a clinical case involving a family and the professional 
network surrounding them. The case contained issues to do with child protection, domestic 
violence, parenting, learning disabilities and kinship care. The task was to work in our PPLD 
groups on this case and present for 20 minutes to the cohort, course staff members and some 
service users and carers. There was little direction as to the content of the presentation but there 
were some prompt questions to guide our thinking about the different issues surrounding the case. 
We were allocated several time slots within our university timetable to work on the task before the 
date of the presentation.
Approach to the task
The group’s approach to this task was noticeably different to the previous tasks that we have been 
set. The timing of the task is probably relevant in considering our feelings about it. We had all just 
started new placements (mine was in learning disabilities) and were also writing our Major 
Research Project proposals to be reviewed by the course team. The group discussed this at the 
beginning of the first meeting we had about the PBL and all agreed that we did not want to the task 
to interfere too much with these other commitments. We were happy to use the time slots allocated 
for PBL and expressed a hope that it wouldn’t require too much additional work outside of these 
slots. I was personally relieved that others felt the same way as I did although I had anticipated this 
would be the case. The group has discussed, outside of this task, the concern that some members
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have about appearing to be hard working. I have observed there can be a anxiety about a piece of 
work being ‘good enough’ and trainees often feel the pressure to excel in every aspect of the 
course. I tend not to share these concerns and I can worry when doing group tasks that others have 
different expectations of the amount of work needed which could lead to tensions. This was not the 
case in this task however, and I wonder if our group has become better able to prioritise and in turn 
are more accepting of completing work to a ‘good enough’ standard. It also is likely that the group 
has become a safer space to be open about concerns in recent months.
It felt to me that the group were much more confident and proactive from the outset, as evidenced 
by the expression of concerns about the amount of work we should allocate to this new task. The 
group also agreed in this initial meeting that we should try to be more creative than in previous 
tasks. Previous PBL tasks have all centred around a more academic presentation style. It was 
agreed that we should try to incorporate some experiential elements, possibly role play, into this 
task. This is something that I personally have previously felt very anxious about and have resisted 
in previous group tasks on the course (and elsewhere in other trainings and workshops). However I 
was surprised by my own positive reactions to this idea and agreed that it would indeed make the 
presentation more interesting for viewers.
We began discussing the case and brainstorming the important issues. We realised quickly that it 
was a complex case and that there were many avenues of interest that could be discussed. We 
wanted to make the most use of the 20 minutes for the presentation so agreed that we may not be 
able to focus on all the relevant issues. We decided to list the relevant issues and chose which were 
most interesting or important to consider and focused on those. Some group members had prior 
knowledge of some of the issues, some had started placements where useful material or resources 
might be available that were relevant, and some had a personal interest in individual issues. This 
allowed for multiple perspectives on the case.
This brainstorm on the pertinent issues initiated discussions of previous experiences and 
observations on placement. One group member recalled a similar case from her child placement 
where she had sat in on a network meeting about the child and their family. This gave us the idea to 
use a network meeting as the basis for our role play. We felt this would allow us to highlight the 
systemic nature of this complex case and give the perspectives of the relevant people in the case 
including multidisciplinary professionals and the family members themselves. It would also be 
relevant to clinical practice and allow us to relate to the material more as attendance at network 
meetings is something that we will all undoubtedly experience in practice. We wanted to use this
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role play to highlight not only the thoughts and feelings of those involved but also the professional, 
legal and ethical issues involved in such a complex case.
We took ideas from systemic practice and teaching whereby the internal thoughts of the people 
involved in the network meeting were expressed using thought bubbles. We wanted to show how 
internal thoughts can often differ from what is expressed verbally but can be extremely pertinent in 
the process of a meeting or encounter. This was also helpful during the planning of our role play in 
allowing us to explore what we thought the different people might be thinking or feeling at 
different points throughout the meeting. We ended the presentation with some slides reflecting on 
how we had approached the task and why.
This more proactive and confident approach from all group members made the process feel less 
pressured and anxiety provoking and more enjoyable and empowering. It felt as though we were 
viewing the task from a perspective of what we could learn from it rather than worrying what the 
course was expecting from us, as was the case in the tasks from the first year.
I feel that the group’s more proactive and confident approach stemmed from several factors. Firstly 
the group did not have a facilitator for the allocated sessions and in addition we did not have a 
permanent facilitator for any of our PPLD sessions as the one allocated had prior commitments and 
could not attend throughout the first term of the second year. This perhaps allowed us to take more 
control and be less concerned with the evaluation of a member of the course team. There may also 
have been a part of us that wanted to ‘prove’ that we did not need a facilitator as it could be 
perceived that we had in essence been ‘rejected’ by ours.
The previous tasks had been new experiences to us and in the face of unknown judgements from 
others we had been in a more ‘paranoid’ position. This had previously led to us focusing on our 
academic skills rather than enhancing our clinical problem solving skills. This year we appeared to 
be more comfortable with ‘not knowing’ and taking risks. Throughout training so far we have had 
to tolerate a great deal of uncertainty in the evaluations of our academic work and in the 
expectations of our roles on placements. Within the safe space of the PPLDG and the wider course 
we appear to be moving from a position of ‘unsafe uncertainty’ towards a position of ‘safe 
uncertainty’ (Mason, 1993).
My own feelings and contributions to the task
My personal feelings about the task were that it was more constructive and useful than previous 
tasks as it was a case that we may actually see in clinical practice and be involved on making
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decisions on. It also felt a more familiar exercise as we often discuss.case studies in lectures. This 
made me more confident in how we examined the case and how we approached the task.
As mentioned I was surprised by my own reactions to the idea of using role play in the task. I do 
feel that after a year of training that I am more comfortable with my cohort and the staff team. I 
have not experienced negative reactions at times when I have contributed to group discussions and 
talking in front of the class and have observed others taking risks with role plays with good 
reception. I felt that this was a safe space for me to challenge myself to take part in a role play, 
something I have not done in a professional or further education setting before.
I chose the role of chair of the network meeting. Part of me may have chosen this role as there was 
less of a speaking part involved and this relieved some of my anxiety about performing in a role 
play. However there may also be part of me that wanted to maintain some control over the task and 
take more of a leadership role. The chairperson was responsible for timekeeping and for monitoring 
the script so that each person had opportunity to speak and that it flowed well. I also offered to type 
up and edit the script after meetings. Thus I essentially ended up having quite a lot of involvement 
in the production of the role play and responsibility during the performance.
I felt anxious about how the role play would go and wanted to make sure I knew what was going to 
be involved. By typing up the script and keeping time I could have an overview of the presentation. 
Thus although the group as a whole appears to be moving towards a position of safe uncertainty I 
feel that I have not fully achieved comfort in this position. I took some risks and challenged myself 
in this PBL task but I still retained some safety behaviours, or defences, against my anxieties.
Outcomes and Implications
Feedback from the course team staff members who were present was positive. They reflected that it 
appeared to be a thoughtful presentation which showed we had a good understanding of the main 
issues. They also enjoyed the presentation style and felt that we had evidently worked well together 
as a group. One course team member also reflected on how the use of thought bubbles neatly 
showed what often cannot be said in meetings and when working with clients and families. I think 
this last point is important to bear in mind when translating what we experienced during this 
presentation to our practice. I have been involved in family work in my last two clinical placements 
and have often reflected upon how my own family of origin might respond if paced in a family 
therapy situation. I have a feeling that there would be much that would feel it could not be said and 
makes me aware of how much this process may be occurring within other families which we see in
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practice. There were several discussions during our group’s preparation for the task around what 
we could or could not say in front of clients, as the clients were present in our role play. This led to 
the conclusion that it is not so important what is said in front of, or to clients, but how it is said. 
This made us more aware of the language we were using and the non-verbal communications 
during the play.
I felt that I had to opportunity to hear a lot about the other group members’ experiences on their 
different placements. I also became more aware of issues relating to learning disabilities, which 
was useful for the placement I was on. Through using the thought bubbles in the role play we were 
able to explore as a group what we thought may be going on for the different people involved in the 
case. Therefore there was an opportunity not just to develop our reflexive practice and problem 
solving skills but also to build our knowledge base of the professional, legal and ethical issues 
involved in complex cases such as this.
Reflecting on my own and the group’s previous position of ‘unsafe uncertainty’ has allowed me 
the think about how clients feel when entering the therapeutic relationship or seeking help from a 
psychologist and not knowing what to expect. It has brought home to me the importance of creating 
a space where uncertainty can feel safe and can in fact foster growth and change.
I myself have felt more able to go with the flow in this task, something I found difficult previously. 
Although I retained some safety behaviours I was more able to trust other group members and be 
less concerned about the evaluation of others. I have found that this is the case elsewhere where I 
feel more comfortable working with less direction. I have noticed this on placement where I have 
been taking more risks and which has allowed me to receive useful and constructive feedback 
instead of shying away from feedback, which I have done previously.
Conclusions
The impact has been more noticeable since completing the task. It has been suggested that the 
benefits of PBL tasks are not necessarily noticeable in the putative cognitive effects but in the 
mechanisms via which they are achieved (Schmidt, 1993 cited in Huey, 2001). The main benefits 
were not just in the knowledge gained, but in my own personal development by challenging 
myself.
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PPLDG Summary Two
This account centres around the development of my PPLDG group over the last year, with some 
reference to it’s journey since the beginning of training. Particular reference is paid to the 
importance of developing the group into a safe space for reflection about both personal and 
professional issues and the links between them. The group, this year has been subject to several 
inconsistencies in facilitation. The impact of this both negative and positive is discussed. My 
personal reflections about attachment relationships in groups and my own feelings about being in 
this group and others are considered.
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CLINICAL DOSSIER
Overview of Placements 
Years 1 -3  
October 2010 - October 2013
1. Adult Mental Health -  Balham, Tooting and Furzedown CMHT:
Part of an MDT in a busy CMHT. Carrying a caseload of complex clients offering 
psychological assessment, formulation and treatment in the community using a CBT 
framework (in line with NICE guidelines), with a focus on strengths and a philosophy of 
recovery.
- Developing and facilitating a Problem Solving Group for inpatients on the acute unit
- Working at the Prudence Skynner Family Therapy Clinic offering Systemic Family therapy 
to families and couples.
Small scale service evaluation examining the application of the recovery model in the 
CMHT and understanding the barriers to implementing audit/service evaluation.
2. People with Learning Disabilities -  Psychology and Challenging Needs Service -  Kingston:
- Working with clients with learning disabilities (mild, moderate and severe), their families 
and support networks.
Offering assessment, formulation and individual, family and group interventions from a 
Systemic/ Attachment based/Psychodynamic and Behavioural perspective.
- Developing and facilitating a ‘Keeping Safe’ group for clients in the community.
- Offering psychological consultation and teaching to staff teams working with clients with 
‘challenging behaviour’ in the community and in care homes.
- Neuropsychological assessments for eligibility for services, and dementia as part of the 
Dementia Screening Project.
Capacity assessments.
3. Older People - Wandsworth Older Adults CMHT/Wandsworth I  APT:
At the CMHT I carried a caseload of complex clients with functional and organic 
diagnoses.
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Offering psychological assessment, formulation and interventions from a CBT perspective 
drawing on other psychological models (Attachment Theory; Behavioural Psychology) and 
applying a lifespan perspective.
i
Indirect working/consultation with dementia care home staff working with clients with 
‘challenging behaviour’/ ’BPSD’ using a functional analysis/unmet needs approach.
In-depth cognitive/neuropsychological assessments for dementia/cognitive impairments.
Working with clients in their homes as part of an IAPT initiative to increase access for 
older people. Offering NICE guidance recommended CBT assessment, formulation and 
interventions in line with a stepped care approach.
4. Children and Families - Richmond CAMHS:
Offering psychological assessment, formulation and interventions in a Tier 3 CAMHS 
setting.
CBT interventions for childhood OCD, and anxiety.
Systemic Family Therapy assessment and treatment to families affected by Eating 
Disorders.
Working collaboratively with families to offer behavioural interventions for anxiety in 
children with neurodevelopmental disorders.
Joining the specialist neurodevelopmental clinic offering assessments including cognitive 
assessments, psychometrics, school visits, observations, and liaising with families and 
networks surrounding children referred to the clinic.
5. Eating Disorders Service - SWLSTG:
Offering NICE recommended CBT assessment, formulation and intervention for adults 
with Bulimia Nervosa in the community.
Liaising/joint working with MDT e.g. doctors, nurses, dietician
With children and young people on the inpatient unit facilitating a CBT based psychology 
group.
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Offering psychological assessment and formulation to individual clients drawing upon 
developmental, systemic, CBT and motivational approaches. Delivering Motivational 
Enhancement Therapy.
RESEARCH DOSSIER
"What is the public’s perception of the role of Clinical Psychologists in
the NHS?”
Qualitative Research Project Report - Abstract
Year 1 
June 2011
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Abstract
This study aimed to gain a broad understanding of the perceptions of the general public regarding 
the role of clinical psychologists in the NHS. Four female participants were interviewed using a 
semi-structured interview schedule. The data was transcribed and subsequently analysed using 
Thematic Analysis. Important themes that emerged from the data were that there was a lack of 
clarity around the professional role of a clinical psychologist. Despite this there was an awareness 
that ‘clinical psychologist’ is an expert and specialist role, and that clinical psychologists work in a 
broad range of settings. The participants cited the media and personal experience as a basis for their 
knowledge. The findings of research of this nature could have important implications on how 
clinical psychology is promoted to the general public. Limitations of the study are discussed.
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"An Evaluation of Recovery Focused Practice in a London CMHT
Service Users’ Perspectives”
Service Related Research Project
Year 1
August 2011
Abstract
There has been a growing emphasis in mental health services on the benefits of offering a recovery 
based approach, with a lesser focus on symptoms of illness. The aims of this project were to gather 
the perspectives of the service users of a London CMHT on the recovery oriented practice of the 
team. The Recovery Self Assessment (RSA; O’Connell, Tondora, Croog, Evans, & Davidson, 
2005), a standardised measure of recovery oriented practice, was employed using a variety of data 
collection methods. A random sample of 78 service users was identified. Those without a care co­
ordinator were sent a copy of the RSA in the post. Care co-ordinators were asked to administer the 
RSA to the remaining service users in the sample. Response rate was low at less than 10% (n = 5). 
Three questionnaires were returned by post and two were collected by a care co-ordinator. The 
results were generally positive with strengths identified within the team’s endorsement of life 
goals, offering users choices, and providing more individually tailored services. Involving users in 
services and offering a diversity of treatment options scored lower suggesting these were areas in 
need of improvement. Staff interviews were conducted to understand the low response rate further. 
6 staff members were interviews. Potential reasons for the difficulties with data collection are 
discussed along with recommendations for future research in this service.
Acknowledgments
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Introduction
In recent years a recovery focus has been of rising importance in several international government 
agendas for mental health care (Slade et al, 2008). In 2001 the UK Government published their 
vision for the future of mental health care entitled “The Journey to Recovery”. In this document, 
the Department of Health predicted that:
“Services o f the future will talk as much about recovery as they do about symptoms and illness. ”
More recently, the mental health Trust where this evaluation took place, described their key 
purpose was to promote recovery and facilitate inclusion:
“The Trust recognises that everyone with mental health problems faces the challenge o f retaining 
or recovering a life that is meaningful, satisfying and valued as possible.
The purpose o f the Trust is to help people with mental health problems to do the things they want to 
do, live the lives they want to live and access those opportunities that all citizens should take fo r  
granted. ”
(XXXX NHS Trust, Recovery and Social Inclusion Strategy, 2007)
Barrett et al (2010), also in the US, found that recovery oriented practices predicted both consumer 
empowerment and satisfaction with services.
Several measures of assessing recovery focused practice have been developed. O’Connell et al 
(2005) have developed a set of assessment tools which can be used to evaluate the recovery 
focused practice of a service from the perspective of the service user (or ‘person in recovery ), their 
carers, staff members and ‘CEO’ or Service Managers/Directors. The Recovery Assessment Scale 
(RSA) is aimed at identifying any strengths and areas of need within mental health services which 
are hoping to offer recovery oriented care.
A previous evaluation of this same community mental health team (CMHT) from a staff 
perspective indicated that staff reported strengths in endorsing service users’ life goals and valuing 
rights and respect. Areas for improvement were identified in the diversity of treatment options and 
consumer involvement.
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In addition to providing an additional evaluation of the use of the recovery approach in this service, 
this project aimed to address one of the previously identified areas of need by involving consumers, 
or service users, in evaluating the service.
Objectives
The main objective for this project was to evaluate the recovery oriented practice in a CMHT in 
London from the perspective of service users’. This would build upon a similar evaluation 
performed in the previous year which examined staff perspectives. This study employs the person 
in recovery version of the same assessment measure, the Recovery Self Assessment Scale (RSA), 
mentioned above.
Methods and Procedures
Setting
The CMHT where the project took place is based in London. This multidisciplinary team (MDT) 
offers assessment, treatment and care to adults with severe and enduring mental illness in their own 
homes and community. The team has a caseload of approximately 600 service users and their 
carers.
Measure
The RSA is a 36-item measure designed to gauge the degree to which services implement 
recovery-oriented practices (see Appendix 1.). Respondents are asked to rate how much they agree 
with each of the 36 items on a Likert scale from 1 to 5, with 1 being ‘strongly disagree’ and 5 being 
‘strongly agree’. Examples of items include:
“Staff encourage me to have hope and high expectations fo r myself and my recovery. ”
“Staff believe that I  have the ability to manage my own symptoms”
The responses to these items result in a total score and five subscale scores: Life Goals; Treatment 
Diversity; Consumer Involvement; Individually Tailored Treatments; Choices.
The wording of some items has been slightly edited to be relevant to UK services for example the 
word “lobby” changed to “reception” and the word “program” changed to “team”. The main 
content and meaning of questions was not altered.
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The RSA has been found to have good reliability and validity in community and hospital settings 
(O’Connell et al, 2005; Salyers et al, 2007; Kidd et al, 2011).
Sampling
The inclusion criteria for this study service users were currently on the caseload of the CMHT and 
had been seen at least once in the last 3 months. This was to ensure all participants had accessed the 
team and could provide an up to date account of the team’s practice.
A list of all service users currently on the caseload who had been seen at least once by a member of 
the CMHT staff in the previous 3 months was provided by the service manager. This list contained 
390 service users.
Due to time constraints the full sample could not be included in the study therefore a random 
selection of service users was gathered from this list using Microsoft Excel. The aim of 
randomisation was to provide a non biased and thus potentially more representative sample. It was 
decided to include 20% of the original sample of 390 identified service users. This generated a list 
of 78 service users. All of these service users were included in the study sample. The decision to 
evaluate the views of 20% of the target population was viewed as achievable in the time frame of 
the project.
Demographics
The sample was 53% female. The length of time on the CMHT caseload ranged from 25 years to 
less than one month, the mean was 4 years. The most common diagnoses in the sample were 
paranoid schizophrenia (n = 23) and Bipolar Affective Disorder (n = 14). Other diagnoses included 
Emotionally Unstable Personality Disorder (n = 5), Obsessive Compulsive Disorder (n = 4) and 
Post Traumatic Stress Disorder (n = 3). The age range of the sample was between 19 and 75, the 
mean age was 43.4.
Procedure
Each service user in the identified sample was assigned an ID number to ensure their responses 
were anonymous. Only the researcher had access to the database of names with corresponding ID 
numbers.
The NHS electronic patient records system (Rio) was used to gather the demographic data on each 
service user and to find out who their care co-ordinator was. Service users in the sample were then
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divided up according to care co-ordinator, although several service users did not have a care co­
ordinator.
The aims of the study and examples of the measure were presented to staff in an MDT team 
meeting with the support of the team manager. The study employed multiple methods of 
recruitment with the aim of improving response rate. At this meeting MDT staff expressed that they 
were happy to help with recruitment.
12/78 participants did not have a care co-ordinator allocated to them. 20/78 had a doctor allocated 
as their care co-ordinator who was on a sabbatical or on extended leave. One care co-ordinator had 
left the team and her patient not reallocated. The remaining 45 service users had a named care co­
ordinator although it was apparent once discussing with MDT staff that the allocations on the Rio 
system were not always accurate or up to date. The project database was amended as mistakes were 
identified.
10 care co-ordinators had service users in the sample. Each of these members of staff were 
approached individually and asked to contribute to the study by asking their service users from the 
sample to complete the RSA. All members of staff responded well to this request and were happy 
to ask the identified service users to take part. Care co-ordinators were given individual envelopes 
with a copy of the RSA, an information sheet and consent form (see Appendix 2.) for each service 
user on the list (n = 45).
The service users who did not have a care co-ordinator (n = 12), or whose care co-ordinator was 
not currently working in the team (n = 20), were sent the RSA, information sheet and consent form 
in the post with a return envelope. These service users were also contacted by phone to ask to take 
part. Several service users were not contactable as they did not have phone numbers in the Rio 
system, they did not answer or the phone numbers did not work or were out of date.
Each response received was added to the database where scores for the RSA total and subscales 
were calculated according to scoring instructions by the author.
Ethical approval was not needed for this project. All respondents gave informed consent for their 
responses to be used as part of this evaluation. Data protection and confidentiality procedures were 
adhered to throughout the study.
Analysis and Results
69
5 (6%) service users in the random sample agreed to take part and completed the RSA. 2 of these 
questionnaires were collected from service users by their care co-ordinator and 3 were returned by 
post. The responses received in the post were all from service users who the researcher had been 
able to contact by phone and asked to take part.
Descriptive statistics of the total RSA and each subscale are were calculated using Microsoft Excel 
and are presented in Table 1 for each respondent and the group.
SU1 SU 2 SU 3 SU 4 SU 5
MEA
N
(SD)
for
Group
Age 60 48 45 46 47
49.2
(6.14)
Gender Female Female Male Female Male n/a
Diagnosis
Paranoid
Schizophreni
a
Bipolar
Affective
Disorder
Bipolar
Affective
Disorder
Paranoid
Schizophreni
a
Paranoid
Schizophreni
a
n/a
Length of 
time on 
caseload
1 year 2 years 2 years 3 years 10 years
3.60
(3.64)
RSA Total 3.18 3.29 2.81 4.39 3.44
3.42
(0.53)
Life Goals 3.73 3.91 2.91 4.36 3.73
3.73
(0.47)
Involvemen
t
1.50 1.40 2.80 3.75 3.00
2.49
(0.91)
Diversity of
treatm ent
options
1.00 1.67 2.80 4.20 3.00
2.53
(1.11)
Choice 2.60 4.33 2.40 4.80 3.60
3.55
(0.94)
Individually 4.75 3.50 2.75 4.50 3.00 3.42
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-Tailored
Services
(0.80)
Table 1. Descriptive Statistics for each service user (SU) who responded and for the group of 
respondents.
Discussion
Summary o f findings
The aim of this project was to evaluate the use of the recovery approach in one London CMHT 
from the perspectives of a sample of service users. The study used a self report standardised 
assessment measure, the RSA. The responses were generally positive. The three subscales which 
scored the highest were Life Goals, Choice, and Individually Tailored Services. Involvement and 
Diversity of Treatment Options scored the least. The mean total RSA score was above the mid 
point of 3. This is similar to the findings of other studies which have used the RSA where mean 
total scores fell between 3 and 4.5 (Kidd et al, 2011).
The pattern of scores across the subscales corresponds with that of the previous service evaluation 
at this CMHT which examined staff s perspectives using the same measure. In that evaluation the 
involvement of service users and the diversity of treatment options also scored the lowest.
These results point towards strengths in the team’s ability to offer care which promotes the life 
goals of service users outside of symptom reduction, offers users choices in the care they receive, 
and can provide individually tailored treatment options. However, both evaluations highlighted an 
area of need in finding ways to involve service users in the team’s policies and procedures, and in 
providing a range of options for treatment for example out of hours appointments.
From the responses received, the RSA appeared to be a useful measure and easy for users to 
complete, there was no missing data. However, there may have been several users who required 
additional help with language or literacy and who may have not completed the questionnaires 
because of this.
Although these findings are useful, they should be viewed with caution. The response rate was very 
poor with less than 10% responding. Whilst the views of those service users who responded are 
important they cannot be generalised to the whole case load of the team or indeed to the random 
sample of 20%. The lack of response from service users could be due to several factors including 
individual factors such as a lack of motivation of service users, methodological factors such as lack
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of planning, or organisational factors such as team members’ apathy. The outcome of this project 
should also be put into context as there were several issues effecting the team at the time of data 
collection:
• The team has merged from two CMHTs into one with some staff losses
• 40% of the care co-ordinators were locum
• Team were moving bases and being split from their clinic rooms
• Team manager on extended sick leave
• The doctor was on sabbatical
This was alongside the usual pressures facing a busy CMHT in London.
To further understand the difficulties in gathering service user feedback in this project, staff 
members were interviewed individually to gather their ideas and explanations.
Staff Interviews
Due to time constraints only 6/11 members of staff were approached and asked to give feedback. 
All staff members who were approached agreed to give feedback. Each staff member was 
interviewed using a brief semi-structured method (outlined below) and informed that their 
responses were anonymous.
Each member of staff was asked firstly to rate the importance of gathering service user feedback on 
the recovery approach on a scale from 1 (not at all important) to 10 (very important). The staff
members were then asked why they think it is difficult to gather feedback from service users and
what could be done in the future to successfully gather this type of data (see Appendix 3 for 
interview schedule).
The mean score on the initial question regarding the importance of gathering service user views 
was 7.25/10 suggesting staff do feel it is fairly important to gather service user feedback on the 
recovery oriented practice of the team. This implies that staff apathy or lack of interest may not be 
responsible for the lack of response rate in this study.
Reasons given in the semi structured interviews for the difficulty in gathering service user feedback 
are summarised below. The responses have been grouped under relevant headings:
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Service User Factors:
• The client group do not think it is important
• Many have literacy/language difficulties
• The client group are too chaotic/unwell to fill out forms
• Care co-ordinators have difficulty engaging with certain service users for example missed
meetings, not responding to phone calls, not complying with medication appointments.
• The service users are not motivated or do not have an incentive to fill out questionnaires 
Organisational/Staff Factors:
• The team is under too much pressure/is too chaotic at the moment
• Care co-ordinators have too much other work
• The team are not used to doing research or gathering outcome measures or feedback forms 
-  it is not top of their agenda
• Care co-ordinator gets verbal feedback anyway 
Methodological Factors:
• The timescale for returning the forms was not written on the information sheet
• Certain groups of service users may be ‘excluded’ from this project for example, the most 
unwell or those from minority backgrounds, as they would find it too hard to fill in a 
questionnaire.
• Service users change address, go into hospital or prison and are not contactable (this was 
the case for several service users).
Ideas from staff on how to gather service user feedback in the future:
• One to one help filling out the questionnaire
• Time set aside for the care co-ordinator to fill out the questionnaire with the service user
• Pay the service users as an incentive
• Could be done when they attend depot medication appointments
• Drop in box in reception
• Receptionist hands out questionnaires
• Inpatients may be an easier target for gathering feedback as they are a ‘captive audience’.
Other ways to gather the perspective of service users may be to complete telephone or face to face 
interviews or focus groups as self report questionnaires may be too challenging for many of the 
users in this service.
It seems there are several potential reasons why service user feedback was difficult to gather in this 
project. As mentioned earlier the project was taking place amongst some difficult organisational 
issues and this is reflected in some of the staff feedback.
Summary and Conclusions
This project was a potentially important endeavour. However there were limitations. If the response 
rate had been higher the results could have provided important data on the recovery oriented 
practice of this team and the adherence to the Trust’s Recovery and Social Inclusion Strategy.
Potential reasons for the difficulties in gathering data have been discussed. It seems there are 
several individual, organisational and methodological factors to consider if such a project was to be 
undertaken in the future.
Gathering the perspectives of the users of this service would be a valuable exercise with important 
implications for the practice of the team, if such issues could be addressed. Future projects could 
also make use of the carer’s and manager’s versions of the RSA to gain a broader understanding of 
the recovery oriented practice of this team. Other settings within the wider service may also be 
targeted, for example rehabilitation hostels or inpatient units. These settings may yield greater 
response rates as service users may be more easily accessed than those in the community.
Recommendations
Many suggestions were put forward by staff on how to make improvements to this project. These 
included providing more one to one support with completing measures, utilising the receptionist 
and reception area to distribute and gather questionnaires, and making the collection of service user 
feedback more routine part of staff members’ role. It may be that focus groups or interviews may
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yield more data and include more users who may have found self report measures difficult to 
complete.
Utilising the reception to distribute and gather data may provide less control over the sample for 
example including duplicate responses or data from those who are attending their initial 
appointment. Focus groups or interviews although providing potentially rich data would not be 
collected using standardised measures. Future research projects will need to consider these 
methodological issues associated with these approaches.
These results and recommendations are due to be feedback to the team in an MDT meeting on the 
3rd of August 2011.
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Appendices
Appendix 1. RSA Person in Recovery, adapted for UK/NHS use.
RSA-R
Person in Recovery Version
Please circle the number below which reflects how accurately the following statements describe 
the activities, values, policies, and practices of the XXXXX CMHT.
1 2 3 4 5
Strongly Disagree Strongly Agree
N/A= Not Applicable
D/K= Don’t Know
It is important that you answer every question
1. Staff welcome me and help me feel comfortable in this team
2. The physical space of this team (e.g., the reception, waiting rooms, etc.) 
feels inviting and dignified
3. Staff encourage me to have hope and high expectations for myself and 
my recovery
4. I am aware I can change my clinician or care co-ordinator if I want to
5. I am aware I can request to access my treatment records if I want to
6. Staff do not use threats, bribes, or other forms of pressure to get me to do 
what they want
7. Staff believe that I can recover
8. Staff believe that I have the ability to manage my own symptoms
9. Staff believe that I can make my own life choices regarding things such
1 2 3 4 5 N/A D/K 
1 2 3 4 5 N/A D/K
1 2 3 4 5 N/A D/K
1 2 3 4 5 N/A D/K 
1 2 3 4 5 N/A D/K 
1 2 3 4 5 N/A D/K
1 2 3 4 5 N/A D/K 
1 2 3 4 5 N/A D/K 
1 2 3 4 5 N/A D/K
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as where to live, when to work, whom to be friends with, etc.
10. Staff listen to me and respect my decisions about my treatment and care 1 2 3 4 5 N/A D/K
11. Staff regularly ask me about my interests and the things I would like to 1 2 3 4 5 N/A D/K
do in the community
12. Staff encourage me to take risks and try new things 1 2 3 4 5 N/A D/K
13. This team offers specific services that fit my unique culture and life 1 2 3 4 5 N/A D/K
experiences
14. I am given opportunities to discuss my spiritual needs and interests when 1 2 3 4 5 N/A D/K 
I wish
15. I am given opportunities to discuss my sexual needs and interests when I 1 2 3 4 5 N/A D/K
wish
16. Staff help me to develop and plan for life goals beyond managing 
symptoms or staying stable (e.g., employment, education, physical 
activity, connecting with family and friends, hobbies).
1 2 3 4 5 N/A D/K
17. Staff help me to find jobs 1 2 3 4 5 N/A D/K
18. Staff help me to get involved in non-mental health related activities, such 1 2 3 4 5 N/A D/K
as church groups, adult education, sports, or hobbies.
19. Staff help me to include people who are important to me in my recovery/ 1 2 3 4 5 N/A D/K
treatment planning (such as family, friends, clergy, or an employer)
20. Staff introduce me to other people in recovery who can serve as role 1 2 3 4 5 N/A D/K
models or mentors
21. Staff offer to help me connect with self-help, peer support, or consumer 1 2 3 4 5 N/A D/K
advocacy groups and courses
22. Staff help me to find ways to give back to my community, (i.e., 1 2 3 4 5 N/A D/K
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volunteering, community services).
23. I am encouraged to help staff with the development of new groups, 1 2 3 4 5 N/A D/K
teams, or services.
24. I am encouraged to be involved in the evaluation of this team’s services 1 2 3 4 5 N/A D/K
and service providers.
25. I am encouraged to attend Trust advisory boards and/or management 1 2 3 4 5 N/A D/K
meetings if I want
26. Staff talk with me about what it would take to be discharged from this 1 2 3 4 5 N/A D/K
team
27. Staff help me keep track of the progress I am making towards my 1 2 3 4 5 N/A D/K
personal goals
28. Staff work hard to help me fulfil my personal goals 1 2 3 4 5 N/A D/K
29. I am/can be involved with staff trainings and education teams at this 1 2 3 4 5 N/A D/K
Trust
30. Staff listen, and respond, to my cultural experiences, interests, and 1 2 3 4 5 N/A D/K
concerns
31. Staff are knowledgeable about special interest groups and activities in the 1 2 3 4 5 N/A D/K
community
32. Trust staff are diverse in terms of culture, ethnicity, lifestyle, and interests 1 2 3 4 5 N/A D/K
Thank you for taking part!
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Appendix 2. Information sheet and consent form
CMHT Service Evaluation Project -  Service Users Perspectives of the Recovery Approach
Dear Service User,
We are inviting you to take part in a new project which is aiming to evaluate the service we are 
offering. We are interested in getting feedback from the people who use our service to understand 
where our strengths lie, and where we can make improvements.
Why am I being contacted?
You are being asked to take part as you have been selected at random from the people on the 
caseload of this team. We are aiming to get responses from as many people as possible.
What will it involve?
You are being asked to complete the Recovery Self Assessment Scale -  this is a self report 
questionnaire that has been widely used in health services. It should take about 5 - 1 0  minutes to 
complete.
Do I have to take part?
Taking part is completely voluntary and you may chose to withdraw your responses at any time 
without giving a reason. Whether you decide to take part or not will not effect the services or 
treatments offered to you in any way.
Who will see my responses?
Your responses will be kept completely anonymous and confidential. No one except the researcher 
will see your individual responses -  this is so that they can be entered onto and stored on a database 
and analysed.
Who is running this project?
This project is being conducted and supervised by members of the CMHT staff and research staff 
the University of Surrey. If you have any questions about the project or would like help completing 
the questionnaire please contact XXXXX on the number above.
Thank you for considering our project.
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Best wishes.
xxxxxxxxxxxxxxx
Trainee Clinical Psychologist 
XXXXXXXXXXXXXCMHT
XXXXX XXXXXXX 
Chartered Clinical Psychologist 
XXXXXXXXXXXXXX CMHT
CMHT Service Evaluation Project -  Service Users Perspectives of the Recovery Approach 
CONSENT FORM
I have read the information sheet and understand the following:
• I do not have to take part in this project
• My decision to take part, and my responses, will not effect my treatment or the service I 
receive
• My responses will be kept strictly confidential and anonymous 
Please tick which applies:
YES I would like to take part
NO I would not like to take part
Signed.............
Date.................
THANK YOU
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Appendix 3. Staff interview schedule
1. How important is it to get service user feedback on this team’s use of the recovery 
approach?
Not at all important Extremely Important
1 2 3 4 5 6 7 8 9 10
2. What do you think are the difficulties in getting service user feedback?
3. What would be a better way to get service user feedback in the future?
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Research Log 
Years 1 -3 
October 2010 - November 2013
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Log
1 Formulating and testing hypotheses and research questions Z
2 Carrying out a structured literature search using information technology and literature 
search tools
Z
3 Critically reviewing relevant literature and evaluating research methods Z
4 Formulating specific research questions Z
5 Writing brief research proposals Z
6 Writing detailed research proposals/protocols Z
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
Z
8 Obtaining approval from a research ethics committee Z
9 Obtaining appropriate supervision for research Z
10 Obtaining appropriate collaboration for research Z
11 Collecting data from research participants Z
12 Choosing appropriate design for research questions Z
13 Writing patient information and consent forms Z
14 Devising and administering questionnaires Z
15 Negotiating access to study participants in applied NHS settings Z
16 Setting up a data file Z
17 Conducting statistical data analysis using SPSS Z
18 Choosing appropriate statistical analyses Z
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19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited book y
30 Applying research findings to clinical practice y
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ABSTRACT
Mental contamination is an internal feeling of dirtiness that occurs in the absence of 
contact with a perceived contaminant and can arise following intrusive and repugnant thoughts, 
images or memories. It is often associated with unpleasant emotional responses and an urge to 
neutralise such feelings. Various sources of mental contamination have begun to be explored 
including imagined physical dirt and immoral or violating acts. Relatively little is known about 
what makes someone vulnerable to feeling internally contaminated.
This study aimed firstly, to ascertain whether mental contamination could be induced in 
participants following recall of real life unpleasant memories. Second, to explore the relationship 
between mental contamination and obsessive-compulsiveness. And third, to investigate if 
sensitivity to disgust, guilt and shame are related to the experience of mental contamination. 
Participants from a non-clinical sample (n = 180) completed baseline measures of disgust 
propensity and sensitivity, guilt and shame proneness, and obsessive compulsiveness. Participants 
were randomly assigned to one of two groups and asked to recall a memory of either a time when 
they came into contact with something physically contaminating (mental physical group; n = 99), 
or a time when they did something immoral (mental moral group; n = 81). Indices of mental 
contamination (e.g. dirtiness, disgust, anxiety and shame) were assessed before and after recalling 
the memory.
The findings showed that feelings of mental contamination could be induced following 
recall of an unpleasant memory. Obsessive compulsiveness was significantly associated with 
increased feelings of shame (r = .153) and urge to wash (r = .181) following recall. Disgust 
propensity (R2 = .074), shame and guilt proneness (R2 = .110) significantly predicted feelings of 
mental contamination in the mental physical group but not the mental moral group. Although effect 
sizes were relatively small, this study adds to mounting evidence that mental contamination is a 
powerful and unpleasant experience. The assessment of contamination fears should include an 
exploration of mental contamination. Clinical implications and suggestions for further research are 
discussed.
89
ACKNOWLEDGEMENTS
I would like to thank my Major Research Project Supervisor, and Research Tutor, Dr Laura 
Simonds for her continual support, patience and positivity. I would also like to thank and 
acknowledge Dr Sue Thorpe for her ideas and inspiration in getting this project off the ground. 
Thank you also to Andrew Barnes for his assistance in setting up the online survey for this project 
and managing the data. Lastly I would like to thank all of the people who participated in this 
project.
90
INTRODUCTION
This study is about feelings of contamination, in particular an internal sense of dirtiness 
that can arise in the absence of physical contact with a contaminating stimulus. This phenomenon 
is termed ‘mental contamination’.
Firstly I will introduce the topic of mental contamination. I will then discuss the clinical 
relevance of this phenomenon and the implications of furthering our understanding of its features. 
This is followed by a review of the current literature on mental contamination. I will outline how 
this study aims to address some of the current gaps in our understanding of this fascinating and 
relatively unexplored experience.
Contamination fears
What is contamination fear?
Rachman describes the fear of contamination as the most fascinating of all human fears 
(Rachman, 2004). He goes on to describe it as “complex, powerful....easily provoked, intense, 
difficult to control, extraordinarily persistent....and full of psychological twists and turns.” 
(Rachman, 2004; p. 1228).
Contamination fear usually arises following contact with a perceived contaminating 
stimulus and is described as an intense and persisting feeling of having been polluted or infected by 
a dirty or harmful object or person (Rachman, 2004). At a more clinical level, contamination fears 
can be accompanied by beliefs that the infectious or polluted stimulus could cause serious harm to 
the person’s mental and physical wellbeing and that of those around them (Rachman, 2006 p.10).
Contamination fears are usually accompanied by strong urges to neutralise the distress felt 
and to remove the contaminant, usually by washing. These fearful thoughts and accompanying 
urges can override other behaviours and can become compulsive in nature. In a diagnostic context, 
contamination fears and cleaning compulsions may be categorised as symptoms of Obsessive 
Compulsive Disorder (OCD), although such phenomena are thought to exist on a continuum in the 
general population. In studies that take a diagnostic perspective, cleaning compulsions are the 
second most common form of OCD compulsion. In a sample of 560 people with OCD, 50% were 
found to have contamination fears (Rasmussen & Risen, 1992).
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The primary focus of research and clinical work in the field of contamination has focused 
on contact contamination fears, that is, a fear of having been contaminated or polluted by touching 
something perceived as dirty or infectious. Traditional assessment measures which tap into 
contamination fears focus on contact contamination (e.g. Yale-Brown Obsessive Compulsive Scale 
[Goodman, Price, Rasmussen, & Mazure, 1989a]; Vancouver Obsessional Compulsive Inventory 
[Thordarson et al., 2004]; Maudsley Obsessional Compulsive Inventory [Hodgson & Rachman, 
1977]; the Obsessive-Compulsive Inventory [Foa, Kozak, Salkovskis, Coles, & Amir, 1998]). 
However there has been increasing attention on understanding the phenomena of contamination 
fears that arise in the absence of physical contact with a contaminating stimulus. This phenomenon 
has been termed mental contamination (Rachman, 2004). There is much overlap between contact 
and mental contamination (Rachman, 2006; Coughtrey, Shafran, Lee & Rachman, 2012b; Elliot & 
Radomsky, 2012) but there are however important features which distinguish them.
‘Contact’ versus ‘mental’ contamination
Contact contamination involves direct physical contact with a tangible, external source of 
contamination. Rachman (2006) identifies three subtypes of external contaminant: soiled 
material/dirt (e.g. bodily waste, decaying food); infectious/diseased material (e.g. germs, public 
bathrooms); or harmful substances (e.g. pesticides). These three sources of contamination can 
overlap (e.g. something that is dirty may also be diseased).
The sense of contamination arising from an identifiable external source can often be 
relieved by washing where contact occurred. However for many there exists the belief that the 
contamination persists despite adequate cleaning. As mentioned, the concerns about perceived 
harm from contamination and the resultant cleaning behaviours can reach clinical levels and be 
diagnosed as OCD.
Mental contamination (sometimes referred to in the literature as ‘mental pollution’) exists 
where contamination fears arise without any direct contact with an external stimulus. Mental 
contamination can occur following an experience of intrusive unpleasant or repugnant images, 
thoughts or memories, leaving the individual with a feeling of being dirty or polluted (Rachman, 
2006). Mental contamination fears often have a moral quality with dirtiness being equated with 
unethical or immoral acts or people (Herba & Rachman, 2007). A desire to rid oneself of the sense 
of dirtiness also usually results in an urge to wash. However, unlike contact contamination, mental 
contamination is less observable or localised and therefore is less likely to be adequately 
neutralised by washing.
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The term ‘mental pollution’ has been clarified and is now included as a subtype within the 
classification of mental contamination as conceptualised by Rachman (2006). He proposes five 
subtypes: mental pollution (internal sense of dirtiness); physical violation (images, thoughts of 
physical contaminants); psychological violation (recalling a betrayal, immoral act); morphing 
(belief that one may take on the characteristics of an undesirable person); self-contamination 
(imagining unpleasant events). Mental contamination can occur following an actual contact 
contamination, for example recalling a past event where the person came into contact with 
something contaminating, but the external contaminating stimulus is no longer present. Fairbrother, 
Newth & Rachman (2005) outline specific criteria in the definition of mental contamination:
A. The person experiences feelings of dirtiness that:
I. are evoked with or without physical contact with a soiled 
substance/material/person and,
II. persist in the absence of, or independently of, physical contact with soiled 
substance/material/person
B. The feelings of dirtiness can be evoked or revived by memories, repugnant thoughts,
and/or images.
C. The feelings of dirtiness are accompanied by negative emotions (e.g. distress, anxiety,
revulsion, disgust, shame and guilt).
D. Feelings of mental contamination are often accompanied by one or more of the following:
I. A strong urge to clean
II. Attempts at alleviation are often unsuccessful
III. Attempts at avoidance are often unsuccessful
IV. Can be evoked or revived by information, criticism and/or transgressions
V. The bodily location is not identifiable
VI. Affected persons may not be able to identify a triggering source, event or 
circumstance.
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Figure L Rachman’s conceptualisation of contact and mental contamination (Rachman, 2006)
Rachman (2006) points out that both contact and mental contamination fears can co-occur. 
His conceptualisation of contamination fears is reproduced in Figure 1. Much less is known about 
mental contamination. This study aims to further our understanding of this complex phenomenon 
and the factors which may make someone vulnerable to the experience.
Mental contamination - review of relevant literature
Mental contamination has been observed clinically in anxiety disorder populations such as 
those suffering with phobias, OCD and Post Traumatic Stress Disorder (PTSD) (Coughtrey, 
Shafran, Knibbs & Rachman, 2012a). But mental contamination was first examined empirically in 
female victims of sexual assault (Fairbrother & Rachman, 2004). This study found that 60% of a
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sample of 50 sexual assault victims reported feelings of mental contamination subsequent to the 
assault and these feelings were associated with washing behaviours. Indeed when asked to recall 
the assault as part of the study, 18% of participants reported washing their hands directly after 
taking part.
In OCD samples, intrusive thoughts which were considered “dirty sexual thoughts” were 
found to be associated with cleaning compulsions (Zucker, 2004; cited in: Fairbrother et al, 2005). 
Speckens, Hackman, Ehlers and Cuthbert (2007) found intrusive unpleasant images and recall of 
unpleasant memories were reported in 81% of a sample of participants with severe OCD. The most 
common emotions experienced as a result of intrusive images/unpleasant memories were anxiety, 
sadness, helplessness, threat, anger, guilt and shame. The majority of participants (76%) reported 
engaging in rituals as a result of experiencing intrusive images/unpleasant memories. The 
participants in this study were recruited from a specialist tertiary service and may not represent a 
wider population. However, literature published in the last decade has certainly highlighted that 
emotional arousal and compulsive acts can arise from internal triggers and are common in anxiety 
disorder populations.
Induction o f mental contamination in non-clinical samples
With research into mental contamination in its infancy, several studies have attempted to 
induce feelings of mental contamination and examine the factors associated with the phenomenon. 
The first of such studies asked 121 female undergraduate students to imagine receiving either a 
consensual or non-consensual kiss from a man at a party (Fairbrother et al, 2005). The researchers 
assessed levels of mental contamination, levels of distress and other associated features including 
urge to wash, neutralise, or avoid, following experimental manipulation. They found there were 
significant differences between those in the consensual and non-consensual groups on all measures. 
The non-consensual group were significantly more likely to feel dirty inside and outside; to feel 
anxious, angry, ashamed or upset; and to report an urge to wash. Around a third of participants 
(32%) reported they had actually engaged in some type of neutralisation strategy including rinsing 
their mouth out, washing their hands, mental and behavioural distraction and relaxation strategies. 
Nearly all (94%) of those who reported neutralisation strategies were in the non-consensual group.
This was the first study of this kind that investigated the induction of mental 
contamination. The authors concluded that inducing feelings of contamination without physical 
contact is possible in a non-clinical sample; and that feelings of internal contamination can result in 
unpleasant emotions and urges to neutralise those feelings. However, this study has limitations. The
95
stimuli used to generate feelings of contamination were hypothetical and relied upon the 
participants’ imaginations. Would feelings of mental contamination have been stronger if 
participants had a more salient, real life memory to recall? Or did the experimental manipulation 
provoke certain responses that were different to how participants would ordinarily respond? Further 
studies would help to answer these questions. The participants’ own previous experience and 
attitudes towards sex and relationships may have affected how they felt following experimental 
manipulation regardless of any feelings of mental contamination. The sexuality of the participants 
was also not reported but may have had a strong effect on how they felt when imaging receiving a 
kiss from a man at a party. The authors describe that half of the participants in this study reported 
having an ‘Asian language’ as their first language, although they were fluent in English. It is 
possible that some cultural influences may have affected participants’ responses to the scenarios. 
This may have confounded the results and questions the extent to which they might be generalised 
to other samples. No standardised measures were administered meaning there is nothing known of 
the general levels of psychopathology or trait characteristics of the sample. As such, any links to 
clinical disorders would be limited on the basis of this study. Subsequent studies have however 
begun investigating factors that are associated with feelings of mental contamination and individual 
differences which may make someone vulnerable to mental contamination.
Factors associated with mental contamination
Herba and Rachman (2007) addressed some of the issues outlined above by examining the 
relationship between propensity to mental contamination and contact contamination sensitivity, 
disgust sensitivity, anxiety sensitivity, sexual attitudes, previous experience of unwanted sexual 
contact, and fear of negative social evaluation. The researchers used the same paradigm 
implemented by Fairbrother et al (2005) by asking participants to imagine receiving either a 
consensual or non-consensual kiss from a man at a party. The sample comprised of 120 female 
students, the large majority of whom reported being heterosexual. Results showed that a propensity 
for contact contamination fears, previous experience (i.e. unwanted sexual contact) and disgust 
sensitivity significantly predicted mental contamination following experimental manipulation. 
There was a non-significant trend towards anxiety sensitivity predicting mental contamination. The 
amount of variance explained by this regression model was not reported thus it is difficult to know 
the size of the impact of these factors.
The finding that people who are sensitive to contact contamination are also sensitive to 
mental contamination supports Rachman’s (2006) hypothesis that there are some people who
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possess a general proneness to contamination fears. Despite these interesting findings, no measures 
of the participants’ general levels of psychopathology were administered, so links to clinical 
disorders are limited. If psychopathology was assessed, or if clinical groups were included in the 
study the broader applicability of the theory could be assessed.
Elloitt and Radomsky (2009) were interested in the impact of the moral qualities of the 
perpetrator in these scenarios and extended this same paradigm to include perpetrators of differing 
moral standing. They included four groups in which the kiss was either consensual or non- 
consensual; and with a man who was described as immoral or moral. Similarly to previous studies 
the participants in the non-consensual groups reported greater levels of mental contamination than 
in the consensual groups. Additionally, those in the consensual group who received a kiss from an 
immoral man reported greater mental contamination than if the kiss was from a moral man. This 
suggests that being associated with immorality, even if desired, can induce feelings of mental 
contamination. This study included baseline measures of the participants’ levels of depression, 
anxiety and fear of contact contamination. Whilst the authors do report that there were no 
significant group differences on these measures, the analysis did not examine any relationship 
between scores on these measures and participants’ response to the stimuli.
In a further study Radomsky and Elliott (2009) revised the experimental paradigm to just 
include participants in the non-consensual conditions and examined the role of responsibility 
appraisals, disgust sensitivity, anxiety sensitivity, fear of negative evaluation, and neuroticism in 
how mentally contaminated participants felt following exposure to the imagined scenarios. Results 
indicated that most of these variables could not adequately predict feelings of mental contamination 
once sensitivity to physical contamination fears had been controlled for. The only significant 
predictor was appraisals of personal responsibility for the occurrence of the kiss. Higher personal 
responsibility appraisals predicted increased feelings of dirtiness; urges to wash; and negative 
internal emotions (guilt and shame). This supports the link between negative appraisals and 
emotions often indicated in the conceptualisation of anxiety disorders (e.g. Salkovskis, 1985). If a 
sense of responsibility is related to internal dirtiness, it raises a question as to whether people may 
experience greater feelings of mental contamination when imagining, or recalling, being the 
perpetrator of a moral indiscretion rather than being on the receiving end. Another finding of this 
study was that participants who engaged in washing behaviour following the experimental 
manipulation tended to report greater feelings of guilt and shame. Although sensitivity to guilt and 
shame was not formally assessed in this study, this finding suggests these may be important 
emotions involved in feelings of internal dirtiness and urges to wash/neutralise. Again artificial
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stimuli were used in the experimental manipulations. It is therefore possible that this resulted in 
exaggerated responses by inducing certain feelings; or, equally, in more modest responses as the 
scenarios lacked personal significance.
Victim vs. perpetrator
The experimental work on mental contamination has almost exclusively focused on 
imagined ‘victims’, or actual victims, of assault or unwanted experience. In a series of small 
experimental studies, Zhong and Liljenquist (2006) found that people who were asked to recall 
committing an unethical deed were more likely to use cleansing related words than neutral words in 
a word completion task than those who recalled an ethical deed. They were also more likely to 
choose to use a disinfectant cleansing wipe. In a further study, when asked to examine either an 
unethical or ethical story about others, participants in the unethical group showed a greater 
desiraoility for cleaning products over neutral products. These studies had small sample sizes (n = 
between 16-30), however the authors conclude that they show that exposure to one’s own, or even 
others’, moral indiscretions can produce the urge to cleanse. This also highlights the psychological 
link between physical and internal cleanliness.
This evidence along with Radomsky and Elliott’s (2009) finding that higher responsibility 
appraisals were related to the sense of internal dirtiness and negative emotional responses suggests 
that it is worth exploring the sense of contamination when one is responsible for an immoral act. 
Evans, Ehlers, Mezey and Clark (2007) studied intrusive memories in perpetrators of violent crime. 
The authors found in their study of 105 young offenders that although only 6% met the criteria for 
PTSD, 46% reported distressing intrusive memories of the crime. These were associated with 
negative appraisals and unpleasant emotions. Whilst mental contamination, as it is conceptualised 
by Rachman (2006) was not explicitly examined in this study, it does highlight the commission of 
an immoral act as a possible source of mental contamination that is little studied.
Rachman, Radomsky, Elliott and Zysk (2012) recently empirically examined what they 
call the ‘perpetrator effect’ whereby being the culprit of wrongdoing, or even imagining 
wrongdoing, can result in mental self-contamination. In a similar approach to earlier work, they 
used the imagined kiss scenarios but in this study asked male participants to imagine kissing either 
an unwilling or willing partner. As predicted, imagining committing an unwanted, rather than 
consensual, act significantly increased feelings of dirtiness and urges to wash. The experimenters 
added a further manipulation by including the information that the ‘partner’ (female) in the 
scenario was the sister of a friend. The addition of this element of betrayal to the unacceptable act
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increased the sense of dirtiness and urges to wash further. As with previous empirical studies, the 
arousal of negative emotions associated with mental contamination including anxiety, disgust, 
shame, guilt and sadness were greater in the non-consensual ‘perpetrators’. The fact that some 
imagined perpetrators of an unacceptable act can report feelings of mental contamination and 
emotional responses to a similar degree as imagined victims warrants further investigation in order 
to understand the underlying factors involved. Thus far studies can be criticised as being subject to 
a gender bias whereby females are victims of unacceptable acts and males are perpetrators. This 
gender bias needs to be addressed before findings can be generalised and mental contamination is 
understood further.
Sources o f mental contamination
The early studies in which mental contamination was induced involved stimuli in which a 
moral indiscretion had taken place (Fairbrother et al, 2005; Herba & Rachman, 2007; Elliott & 
Radomsky, 2009). According to Rachman’s (2006) conceptualisation, mental contamination can 
arise following thoughts/images relevant to a variety of sources including psychological violation 
but also self-contamination, morphing and physical violation/contamination. On the basis of this, 
Elliott and Radomsky (2012) further extended their work using the imagined kiss scenario by 
adding an element of physical dirt/contamination. They assigned participants to one of four groups 
in which they manipulated the consent (consensual vs. non-consensual) and the physical dirtiness 
of the perpetrator (dirty vs. clean). Those who imagined a non-consensual kiss from a physically 
dirty man reported the greatest feelings of contamination. And as expected, those who imagined a 
consensual kiss from a man who was physically clean reported the least. However there was no 
significant difference between those who imagined receiving a consensual kiss from a physically 
dirty man and a non-consensual kiss from a physically clean man. These findings suggest that 
mental contamination might arise equally from an immoral or violating source and a physically 
dirty source. Again limitations are similar to previous studies with regards to the generalisability of 
the results due to healthy, female undergraduate sample and the ecological validity of using 
imagined scenarios. As with all induction studies the experience of mental contamination was 
assessed using self-report ratings of factors assumed to be associated with mental contamination 
such as sense of dirtiness, disgust, urges to wash etc. It is not clear what factors should be included 
in such an assessment as the quantification of the experience of mental contamination remains to be 
explored.
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It is possible that underlying sensitivities to the arousal of emotions known to be related to 
fear (such as disgust, anxiety and shame) actually play a role in the development and maintenance 
of mental contamination concerns. Earlier work by Herba and Rachman (2007) found that disgust 
sensitivity predicted mental contamination following exposure to imagined immoral stimuli. 
However Elliott and Radomsky (2009) found this same pattern disappeared once sensitivity to 
contact contamination was controlled for in their analyses. This raises the question as to whether 
certain emotional sensitivities are relevant to the development of particular subtypes of mental 
contamination for example psychological violation vs. physical violation.
Mental versus contact contamination
A recent experimental study was the first to compare the induction of mental and contact 
contamination and explore psychopathology related to these constructs. Lee et al (2013) conducted 
a novel experiment whereby participants were randomly assigned to carry a bowl of (fake) vomit 
(contact contamination condition) or to imagine carrying a bowl of vomit (mental contamination 
condition). They completed baseline measures of obsessive-compulsiveness, disgust sensitivity, 
and mental contamination sensitivity. The researchers found that although indices of mental 
contamination (feelings of dirtiness, anxiety and urge to wash) were significantly higher in the 
contact contamination group, it was also possible to induce these feelings in those in the mental 
contamination group to a level that was significantly higher than before experimental exposure. A 
small number of participants in both groups engaged in actual washing behaviour following 
experimental exposure. The numbers were not significantly different between groups. This 
suggests that the induction of mental contamination is possible even in the absence of actual 
contact with a physical contaminant. It also supports the findings of Elliot and Radomsky (2012) 
that imagining coming into contact with something perceived as physically dirty can induce 
feelings of internal contamination in line with findings from studies of immoral acts. In Lee et al’s 
study, participants’ levels of disgust sensitivity were not significantly associated with change in 
feelings of dirtiness, urge to wash or anxiety following exposure in both conditions. This is 
contrary to the authors’ predictions. Obsessive-compulsiveness and mental contamination 
sensitivity scores were related to change in sense of internal dirtiness and an urge to wash in those 
in the mental contamination group only.
In common with other induction studies, Lee et al.’s study employed exposure to a novel 
event (imagining contact with a contaminating physical stimulus) and then assessed feelings of 
contamination immediately afterwards. As demonstrated by studies with actual victims of sexual
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assault, and perpetrators of crime, recall of actual events can evoke strong emotional responses and 
feelings of internal contamination. It is of interest whether feelings of mental contamination may be 
evoked following recall of a salient event in the past, and whether this would be a more 
ecologically valid way to examine the phenomenon.
Thus far the literature has shown that mental contamination can be induced in non-clinical 
samples using imagined scenarios of immoral acts and physical dirt. Further, the induction of 
mental contamination is associated with strong emotional arousal including feelings of dirtiness, 
disgust, guilt, shame and anxiety. In some cases this arousal actually leads to washing behaviour. 
These studies however have relied upon the participants’ ability to imagine hypothetical scenarios. 
No study thus far has investigated participants’ responses to salient real life memories for immoral 
acts or physical contamination. At this point little is known about the propensity to experience 
mental contamination and what factors may make someone vulnerable to the experience. The 
introduction will now review the emerging evidence of vulnerability factors involved in mental 
contamination.
Mental contamination, obsessions and compulsions
OCD is as an anxiety disorder in which obsessions and/or compulsions are present. 
Obsessions are unwanted and intrusive thoughts, images, or urges which cause the sufferer 
significant distress and anxiety. Compulsions are repetitive acts performed in an attempt to remove 
or neutralise the intrusive thought, prevent harm from happening, and to relieve the associated 
distress (International Classification of Disease [ICD-10], WHO, 1992). Unwanted, intrusive 
thoughts, images and urges are known to be commonplace phenomena, with the majority of people 
in the general population acknowledging the experience (e.g. Belloch, Morillo, Lucero, Cabido & 
Carrio, 2004). Similarly, repetitive behaviours (e.g., going back to check you have locked the front 
door) can be commonplace occurrences, yet these intrusions and behaviours rarely interfere in daily 
life to the same degree as that seen among individuals meeting the diagnostic criteria for OCD.
OCD is a heterogeneous disorder in that there are many different variations of related 
symptomatology (Abramowitz, 2009). These have been grouped into five broad domains: 1.) 
obsessions about being responsible for causing or failing to prevent harm; checking compulsions 
and reassurance-seeking; 2.) symmetry obsessions, and ordering and counting rituals; 3.) 
contamination obsessions, and washing and cleaning rituals; 4.) repugnant obsessions concerning 
sex, violence, and religion; 5.) hoarding obsessions about acquiring and retaining objects, and 
associated collecting compulsions (McKay et al, 2004). (It should be noted that compulsive
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hoarding has now been redefined as ‘hoarding disorder’ rather than a subtype of OCD in the latest 
version of the Diagnostic and Statistical Manual of Mental Disorders [DSM-V, APA, 2013]).
Contamination fears have been found in as many as 50% of people with an OCD diagnosis 
(Rasmussen & Eisen, 1992) and are consistently found to be the most common form of obsessional 
concern (Foa et al, 1995). Cleaning compulsions have been found to be the primary repetitive act in 
a quarter of those with OCD (Foa et al, 1995). Mental contamination has not been formally 
identified in the existing diagnostic and classification manuals (namely the ICD-10 and DSM-V). 
However it seems that mental contamination fears may be relevant in those presenting with general 
contamination fears and also those reporting repugnant obsessions. Mental contamination has also 
been hypothesised to be related to checking compulsions and reassurance seeking (Coughtrey et al, 
2012a). At present the role of mental contamination in the presentation and maintenance of OCD is 
little understood.
In a non-clinical population sample, the relationship between mental contamination and 
obsessive compulsiveness was examined using a novel measure, the Mental Pollution 
Questionnaire (MPQ) (Cougle, Wolitsky-Taylor, Lee & Telch, 2008). The authors constructed the 
questionnaire, which contains 8 items divided into two subscales (washing and ideation), following 
a series of confirmatory factor analyses. They found scores on the MPQ significantly correlated 
with scores on OC measures (r = .46, p <.01). Whilst this provides some evidence of a link between 
mental contamination and OC symptoms, it is possible that the MPQ is simply measuring OC 
symptoms rather than a unique phenomenon. Alternatively, it could be that there is a sub-group of 
people with high levels of OC for whom mental contamination fears are a key component in their 
distress, which is missed by traditional OC symptoms measures.
As mentioned, Speckens et al (2007) found intrusive unpleasant images and memories 
were associated with neutralising rituals in 76% of an OCD sample. In the first study to specifically 
examine mental contamination in a clinical sample, Coughtrey et al (2012a) aimed to establish the 
proportion of people with high obsessive-compulsive (OC) symptoms who experience mental 
contamination, whilst separating it from contact contamination fears and negative affect states. A 
sample of 177 people with OC symptoms took part in the study, 45% of whom reported they were 
receiving treatment for OCD. The authors found significant positive relationships (r = .61) between 
mental contamination sensitivity scores and obsessive compulsive scores, as measured by the 
Vancouver Obsessive Compulsive Inventory - Mental Contamination (VOCI-MC, Rachaman, 
2006) and the Obsessive Compulsive Inventory-Revised (OCI-R, Foa et al, 2002) respectively. The
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authors highlight the lack of psychometric data on mental contamination in the general population 
but suggest using a clinical cut off point of two standard deviations above the norm for scores on 
the VOCI-MC. To assess contact contamination fears the authors relied upon the washing subscale 
of the OCI-R which contains items on contact contamination. A score of above 6 on this subscale 
was used to indicate clinical levels of contact contamination fear. When using these cut offs, 10.2% 
of the sample had clinical levels of mental contamination fears without contact contamination 
fears; 36.1% had clinical levels of both mental and contact contamination fears; and 15.3% had 
contact contamination without mental contamination fears. The remaining participants did not 
endorse any contamination fears. Of the 46% who reported mental contamination fears, levels were 
associated with OC symptom severity. This relationship was independent of levels of depression. A 
second part of the study found a similar distribution on contamination fears in a sample of people 
formally diagnosed with OCD. The majority of people in this study with contamination fears 
endorsed both contact and mental contamination fears. However there were subgroups who only 
endorsed one type of fear independent of the other. This provides support for Rachman’s theory of 
contamination, that mental and contact contamination fears are related, but are distinct entities. 
This study suggests that mental contamination may be more prevalent than Rachman hypothesised. 
Although this is the first study to attempt to directly measure mental contamination in people with 
OC symptoms, and give an indication as to its prevalence, the findings suggest it is a previously 
overlooked, yet common occurrence for people with OCD and is worthy of further in depth 
exploration. The study was restricted by limiting the study sample to people with OC symptoms 
and did not include other clinical or non-clinical control groups. The assessment in this study was 
also not adequate to examine the effect of mental contamination on the participants i.e. at what 
point does mental contamination become a clinical problem leading to effects on functioning? The 
authors acknowledge that the measurement of mental contamination is in its infancy and more 
psychometric data is needed.
Coughtrey, Shafran, Lee and Rachman (2012c) went on to investigate the phenomenon of 
mental contamination in more depth using qualitative interviews with people with OCD. They were 
interested in exploring possible sources of mental contamination and the emotional and behavioural 
consequences of these fears. They interviewed 20 people with a diagnosis of OCD, recruited via 
NHS clinics and support groups, who reported contamination concerns. The authors found that all 
participants reported feelings of mental contamination. The main sources of mental contamination 
endorsed by participants were thoughts of physical contact with a contaminant (80%); memories 
(85%); unwanted/repugnant thoughts (70%); dreams (40%); criticism (55%); and certain types of
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people believed to be contaminating (85%). Memories which triggered mental contamination could 
be related to previous events where contact with a physical contaminant occurred (supporting a link 
with contact contamination), or related to more general negative memories. Memories of, or even 
dreams about, events whereby the participant felt ashamed of their behaviour were strongly 
associated with feelings of contamination. Many (60%) also reported having the urge to wash after 
recalling doing something they felt was immoral or sinful. Mental contamination was reported to 
be associated with powerful and distressing emotional responses. Common emotions reported were 
discomfort, dread, revulsion, disgust, anger, guilt and shame. Washing behaviours in response to 
mental contamination and the associated emotions were reported in all participants. Other 
behaviours including avoidance, praying, counting and repeating were also used in an attempt to 
neutralise. The urge to cleanse extended beyond the person with OCD to family members, their 
belongings and living areas. The authors highlight the severe impact of these neutralising 
behaviours on the participants’ quality of life.
Although this study was limited by a small sample size, the findings are important. This is 
the first descriptive account of the phenomenology of mental contamination in people with OCD 
and whilst providing empirical support for Rachman’s theory of contamination, also highlights 
areas for further exploration.
Formulation and treatment o f mental contamination in OCD
One of the key aims in endeavouring to understand more about mental 
contamination and OCD is to inform treatments. Cognitive Behaviour Therapy (CBT) in the form 
of Exposure with Response Prevention (ERP) is the most widely used psychological treatment for 
OCD in adults (Roth & Fonagy, 2004). Although effective in many cases, success rates for 
psychological treatment of OCD remain around 25-60% (Rachman, 2006; Coughtrey et al, 2012b). 
This has changed little since the first clinical trials in the late 1970s (Rachman, 2006). Many 
patients with OCD refuse treatment or drop out (Foa et al, 2005). Even for those who show 
improvements following intervention, the continuing negative effects of the disorder on their daily 
functioning remains high (Coughtrey et al, 2012b). There is evidence to suggest that those with the 
washing subtype of OCD, and those with contamination fears are less responsive to ERP (Coehlo 
& Whitttal, 2001). The use of traditional measures of OCD to assess patients (which do not tap into 
mental contamination fears), and a focus on contact contamination in treatment may contribute to a 
lack of identification of mental contamination and explain some less favourable outcomes (Elliot & 
Radomsky, 2009).
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Clinician’s treating contamination fears and washing rituals by exposing the client to 
external stimuli alone may not be tapping into the underlying fear or emotional experience 
(Berman, Wheaton, Fabricant & Abramowitz, 2012). It has been suggested that cleaning 
compulsions in particular may be better treated if mental contamination fears are recognised 
(Coughtrey et al, 2012b). Recently two papers have been published reporting case examples of the 
treatment of mental contamination in people with an OCD diagnosis (Coughtrey et al, 2012b; 
Wamock-Parkes et al, 2012).
Wamock-Parkes et al (2012) report a detailed account of treatment for a single patient with 
mental contamination fears who had previously been resistant to standard CBT for OCD. They also 
provide a CBT conceptualisation of mental contamination in the context of OCD. One of the key 
components of the psychological formulation of this patient’s difficulties was an attentional and 
emotional reasoning bias whereby memories of events which made the patient feel polluted 
triggered an emotional response (disgust, shame, anxiety) which the patient interpreted as evidence 
he must be polluted or contaminated in the present. The authors describe this as a ‘feeling-action 
fusion’ rather than the more commonly referred to ‘thought-action fusion’. It was hypothesised that 
the polluting memories are not fully integrated into the autobiographical system, making them 
easily activated by environmental stimuli and more likely to trigger a strong emotional response. 
According to this model, mental contamination is maintained by the cognitive appraisals of the self 
as contaminated, the mood changes associated with this, and the behaviours intended to remove the 
sense of contamination. The authors’ conceptualisation is replicated below in Figure 2.
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Figure 2. Wamock-Parkes et al (2012) CBT conceptualisation of mental contamination in OCD
The CBT treatment for mental contamination contained some elements of ERP but was 
augmented with cognitive work, imagery re-scripting, and behavioural experiments. The outcome 
for this patient was positive with a significant reduction in OCD symptom severity from the severe 
to the non-clinical range. The authors attribute this change to a focus on the cognitive aspects of the 
patient’s sense of contamination rather than behavioural aspects more commonly used in traditional 
ERP approaches.
Following a similar protocol, Coughtrey et al (2012b) treated 12 patients with OCD and 
mental contamination. The authors report positive outcomes as a group with statistically significant 
reductions in levels of OCD and related psychopathology. The authors suggest techniques such as 
imagery rescripting and behavioural experiments to test thought and feeling action fusion beliefs 
were specifically useful in treating mental contamination.
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Whilst these are small-scale studies they highlight the need for adapted treatments for 
people with mental contamination concerns. Adaptations include the use of imagery re-scripting for 
intrusive recollections/thoughts of contaminating events and the reappraisal of the emotional 
component of internal contamination.
Emotions and mental contamination
Emotional responses triggered by potentially contaminating images, memories and 
thoughts have been assumed to play a key role in the urge to wash or neutralise in people with 
mental contamination fears. The experimental studies described here all included a measure of 
emotion, whether it be trait emotional sensitivities, or state emotional responses to stimuli. The 
misinterpretation of emotional arousal as evidence of internal contamination has been postulated to 
be central in the maintenance of mental contamination (Coughtrey et al, 2012a; Wamock-Parkes et 
al, 2012). Thus it seems uncovering the role of emotions in the development and maintenance of 
mental contamination seems crucial in furthering our understanding of this complex phenomenon.
Disgust
Disgust is an emotion that has frequently been linked to anxiety disorders. In OC studies, 
disgust has been linked to washing compulsions (e.g. Thorpe, Patel & Simonds, 2003; Thorpe 
Barnett, Friend & Nottingham, 2011); contamination concerns (e.g. Berle & Phillips, 2006; Cisler, 
Olatunji & Lohr et al, 2009); and behavioural avoidance (see Berle, 2012 for review). The literature 
on disgust describes several ‘core’ domains that can elicit disgust responses including animals, 
foods, smells, bodily products, and hygiene (Rozin, Haidt, McCauley, Dunlop & Ashmore, 1999). 
Socio-moral disgust occurs where social or moral boundaries are violated (Rozin et al, 1999). 
There is some debate as to whether disgust in response to core stimuli and disgust in response to 
socio-moral stimuli is one unitary emotional response (Simpson, Carter, Anthony & Overton, 
2006).
In disgust related research the concept of disgust has been divided into two constructs: 
disgust propensity and disgust sensitivity. Disgust propensity is defined as the “general tendency 
(frequency and/or intensity) to respond with disgust” whereas disgust sensitivity is the 
“overestimation of the negative consequences of experiencing disgust” (Calkins, Berman & 
Wilhelm, 2013, p.357).
Disgust sensitivity has been explored in experimental studies of mental contamination. The 
results are mixed. Herba and Rachman (2007) found disgust sensitivity predicted a sense of
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dirtiness following exposure, but not urges to wash. Conversely Elliott and Radomsky (2013) 
found disgust sensitivity predicted urges to wash but not other aspects of mental contamination, 
and this did not account for a significant proportion of the variance. The authors suggest this may 
be due to the differing sources of mental contamination used in these two studies (Herba & 
Rachman’s manipulations contained elements of physical dirt in the scenario, whereas Elliott and 
Radomsky’s scenarios were centred around immorality). It is possible that disgust sensitivity is 
more relevant to mental contamination when the source is a physical violation. Radomsky and 
Elliott (2009) found no relationship between disgust sensitivity and mental contamination, once 
contact contamination fears had been controlled for. However, again this study only manipulated 
morality in the experimental scenarios, not physical dirt.
Recent prospective research into contact contamination related fears has found disgust 
propensity, but not sensitivity, predicted change in OCD symptoms over time in OC and non- 
clinical samples (David et al, 2009; Olatunji et al, 2010; Olatunji et al, 2011). This raises the 
question as to whether disgust propensity, rather than sensitivity, is more related to mental 
contamination also.
Lee et al s (2013) study comparing mental and contact contamination used a measure of 
disgust sensitivity and propensity (the Disgust Propensity and Sensitivity Scale [DPSS], Van 
Overveld, De Jong, Peters, Cavanagh & Davey, 2006) and found no relationship between these 
constructs and changes in contamination scores in either group of participants. This was contrary to 
their predictions and could possibly be due to small sample sizes in each group (n=30 in each 
group). However, it is clear the relationship between disgust sensitivity and propensity and mental 
contamination requires further research.
Shame and guilt
Shame and guilt, described as ‘moral emotions’ (Tangney, Wagner & Gramzow, 1992; 
Cohen, Wolf, Panter & Insko, 2011), were traditionally viewed as synonyms of one another and 
early measures conceptualised them as a single construct (Averill, Diefenbach, Stanley, 
Breckenridge & Lusby, 2002). Guilt and shame both involve negative affect (Tangney et al, 1992), 
however, phenomenological studies have highlighted the unique attributes of these emotions 
(Tangney et al, 1992) and there is still debate over how they differ (Cohen et al 2011).
Is has been postulated that in guilt the object of concern is one’s actions or behaviour 
(Tangney et al, 1992) e.g. “I did a bad thing”, which usually motivates reparative action (Averill et
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al, 2002). Shame on the other hand is more likely characterised by negative appraisals of the self “I 
am a bad person”, which often leads to the tendency to want to conceal oneself (Tangney et al, 
1992). Thus the distinction here lies between appraisals of the self and of behaviour. Cohen et al 
(2011) take the distinction between guilt and shame further by highlighting the importance of 
publicity versus privacy. They describe guilt as being a more internal private sense of wrongdoing 
following acts that may not have been publically exposed. Shame on the other hand is activated 
when one’s transgressions are perceived to be on public display. The functions of guilt and shame 
are viewed differently. Whilst guilt motivates people to right their wrongs (Tangney & Bearing, 
2003), shame is viewed as being more painful and less adaptive emotion (Tangney et al, 1995; 
Averill e t , 2002) as it makes people want to withdraw and avoid dealing with the emotion.
One of the most popular assessment tools for assessing shame and guilt proneness is the 
Test of Self Conscious Affect (TOSCA; Tangney et al, 2000). This measure has been criticised 
however for not making the distinction between emotional and behavioural responses of guilt and 
shame (Cohen et al, 2011; Giner-Sorella, Piazza & Espinosa, 2011) or the distinction between 
responses to public and private transgressions (Cohen et al, 2011). Cohen et all have developed a 
new measure of guilt and shame proneness which assesses guilt based negative behaviour 
evaluations as well as tendency to want to repair; and shame based negative self-evaluations and 
tendency to withdraw (Guilt and Shame Proneness Scale [GASP] Cohen et al 2011). The authors 
found that a proneness to feelings of guilt and tendency to repair was negatively correlated with 
unethical decision making. Shame based negative self evaluations were positively associated with 
less adaptive psychological functioning (e.g. neuroticism, distress, low self esteem). However 
shame based withdrawal tendencies were not associated with negative self evaluations and were 
positively associated with unethical decision making and an avoidance of dealing with the 
consequences of shame.
The study of shame and guilt in relation to psychopathology has been hampered by the on­
going debate over how these emotions are conceptualised and measured. None the less associations 
have been found between guilt and shame proneness and general measures of psychopathology in 
both clinical and non-clinical samples (Averill et al, 2002). Shame rather than guilt, has more often 
been associated with clinical disorders including depression (Tangney et al, 1992), social anxiety 
(Gilbert, 2000), PTSD (Fiering, Taska & Chen, 2002), eating disorders (Sanftner, Barlow, 
Marschall & Tangney, 1995) OCD (Valentiner & Smith, 2008; Fergus, Valentiner, McGrath & 
Jencius, 2010) amongst others. As mentioned, guilt is viewed as a more adaptive response than
109
shame, which is supported by this relationship between shame and clinical levels of 
psychopathology.
Experimental studies have shown shame and guilt responses to be associated with levels of 
mental contamination in both ‘victims’ and ‘perpetrators’ of imagined events (Radomsky & Elliott, 
2009; Rachman et al, 2012). To my knowledge proneness to shame and guilt has not been 
explicitly examined in relation to mental contamination, although one study found that higher 
scores on a measure of parentally induced guilt significantly predicted scores on a mental 
contamination questionnaire (Berman et al, 2012). The relationships found between shame and 
guilt in other clinical groups has found stronger associations with shame, rather than guilt. Thus it 
could be predicted shame will be more associated with mental contamination psychopathology 
also. However, the vast majority of previous studies have used measures, such as the TOSCA, 
which are criticised for not adequately differentiating the emotional aspects of guilt from the 
behavioural ones. Thus with a different measure, such as the GASP, which does make this 
distinction, guilt may play a role, along with shame, in the induction of feelings of mental 
contamination. The moral quality of these emotions mean it is possible that they would be more 
associated with mental contamination following thoughts of immoral acts rather than physical 
contaminants.
This study
This study aims to address some of the gaps in our current understanding of mental 
contamination. The study uses an experimental induction paradigm in a non-clinical sample. Two 
potential sources of mental contamination will be induced: recall of a previous immoral act or 
recall of previous physical contamination. Previous studies have demonstrated that both constructs 
can be evoked under experimental conditions with non-clinical participants; however no study has 
compared the two using non-artificial, personally-experienced stimuli. Further, the study will 
explore the factors which may make someone vulnerable to the experience of mental contamination 
following exposure to a potentially contaminating stimuli. The theoretical and empirical literature 
reviewed above suggest that disgust sensitivity and propensity, shame and guilt proneness, 
sensitivity to contact contamination, and obsessive compulsiveness may be related to mental 
contamination following experimental induction. It is of interest whether different factors play a 
role in the induction of mental contamination depending of the source of contamination (moral or 
physical). The moral element of guilt and shame suggest an association with feelings of mental 
contamination following recall of an immoral act. The evident link between disgust and the core
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disgust stimuli (centred on physical contaminants) suggests this emotion may play a stronger role 
in the induction of mental contamination in those recalling past contact with physical contaminants.
Main Hypotheses
1. Mental contamination will be induced following recall of a past contact with physical 
contaminant, or commission of an immoral act, as measured by greater feelings of 
contamination following experimental exposure.
2. Those who are more sensitive to contamination fears will experience greater feelings of 
mental contamination post experimental exposure.
3. Those who score highly on a measure of obsessive-compulsiveness will report greater 
levels of mental contamination sensitivity and experience greater feelings of mental 
contamination post experimental exposure.
4. Disgust sensitivity and propensity will predict feelings of mental contamination post 
experimental exposure. This will be to a greater degree in those who recall a past physical 
contamination situation.
5. Shame and guilt proneness will predict feelings of mental contamination post experimental 
exposure. This will be to a greater degree in those who recall a past immoral act.
I l l
METHOD
Design
A 2x2 mixed measures experimental design was employed and delivered via an online data 
collection system at the University of Surrey. The between participants independent variable (type 
of contamination) had two levels: mental physical contamination (MPC) and mental moral 
contamination (MMC). The within participants independent variable (time) had two levels: before 
experimental task and after experimental task.
Baseline measures of disgust sensitivity and proneness, guilt and shame proneness, 
obsessive compulsiveness and contamination fears were completed at the beginning of the 
assessment (see ‘Measures’ below). Participants were randomly allocated to one of the two 
conditions (mental physical or mental moral) before the induction task. The dependent variables for 
the induction task were change in scores on six indices relevant to mental contamination: levels of 
dirtiness, disgust, contamination, shame, anxiety and urge to wash.
Sampling and Participants
Men and women over the age of 18 participated in this study. Participants were part of an 
opportunity sample recruited from the student population of the University of Surrey. In addition, 
snowballing from the personal contacts of the researcher was also used so as to recruit from a wider 
source than the student population. A copy of the poster used for recruitment can be found in 
Appendix 1. To determine the sample size needed GPower version 3.1.5 was used. Power 
calculations were completed for each hypothesis and can be found in Appendix 2. Based on the 
calculations, the highest number of participants needed to explore the hypotheses was 77 in each 
group (total n = 154), thus this was aimed for in recruitment.
Recruitment
Posters, email, social media and the School of Psychology research participant recruitment 
website, SONA, were used to advertise the study. As an incentive, participants were offered the 
chance to win £50 iTunes vouchers as part of a prize draw following participation. A copy of the 
poster used for recruitment can be found in Appendix 1.
Measures
1. Demographics
112
Participants were asked to provide some basic demographic information regarding age, gender, 
main occupation, ethnicity and marital status. See Appendix 3 for a copy of the items.
2. Obsessive -  Compulsive Inventory -  Revised (OCI-R; Foa et al, 2002)
The OCI-R is a brief self-report 18-item measure that is designed to assess symptoms and 
severity of OCD e.g. “I was my hands often and longer than is necessary”. Using a 5-point Likert- 
scale (ranging from 0 “not at all” to 4 “extremely”), each question asks ‘how much the experience 
has distressed or bothered you during the last month’. The scoring produces a total severity score 
and six subscale scores: Checking, Washing, Ordering, Hoarding, Obsessing, and Neutralising. The 
total score ranges from 0 to 72. Foa et al. (2002) reported good internal consistency, test-retest 
reliability, and good discriminant validity. Huppert et al (2007) report internal consistencies of the 
subscales ranging from .57 (Neutralising) to .89 (Ordering). In the current study the items of the 
OCI-R Total had excellent reliability, Cronbach’s a = .91 (Washing a = .78; Checking a = .79; 
Ordering a = .89; Obsessing a = .86; Hoarding a = .74; Neutralising a = .72). See Appendix 4 for a 
copy of the measure.
3. Disgust Propensity and Sensitivity Scale - Revised (DPSS-R; van Overveld et al, 2006)
The DPSS-R is a 16 item self report measure designed to assess the frequency of disgust 
experiences (Disgust Propensity) e.g. “I become disgusted more easily than other people”; and the 
emotional impact of disgust experiences (Disgust Sensitivity) e.g. “When I experience disgust it is 
an intense feeling”. Using a 5 point likert-scale ranging from 1 = “never” to 5 = “always”, 
participants rate their agreement with each item. The scores are represented in two subscales 
(Propensity subscale and Sensitivity subscale) ranging from 8 - 40. Higher scores indicate greater 
sensitivity and propensity. The DPSS-R has been shown to demonstrate good reliability and 
validity (Van Overeld et al., 2006) and has good psychometric qualities in terms of internal 
consistency and factor-structure (Olatunji, Cisler, Deacon, Connolly & Lohr, 2007; Van Overveld 
et al. 2006). It has also been shown to have predictive value in relation to behavioural avoidance 
(Van Overveld, Jong & Peters, 2010). In the current study the DPSS items had good reliability 
(Propensity subscale a = .89; Sensitivity subscale a = .80). See Appendix 5 for a copy of the 
measure.
4. Vancouver Obsessional Compulsive Inventory (VOCI) -Physical Contamination (PC) subscale
(Thordarson et a l, 2004)
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The VOCI is a 55 item questionnaire designed to assess a wide range of OCD symptoms 
including the cognitive and behavioural aspects of OCD. Participants are asked to rate how much 
they agree or disagree with each of the statements provided, and respond using a 5-point scale 
ranging from 0 (“Not at all”) to 4 (“Very much”). A total, and six subscale (Checking, Physical 
Contamination, Obsessions, Hoarding, Just Right, Indecisiveness), scores are derived. The Physical 
Contamination subscale contains 12 items measuring symptoms of contact contamination related 
OCD e.g. “I use an excessive amount of disinfectants to keep my home or myself safe from 
germs”. Scores range from 0 - 48, with higher scores indicating greater contact contamination 
fears. This scale was included as a baseline measure of sensitivity to contact contamination fears.
The overall VOCI has been shown to have excellent internal consistency (.96), and the internal 
consistency, validity and test-retest reliability have been demonstrated in the Physical 
Contamination subscale (Thordarson et al, 2004; Radomsky et al, 2006). In the current study the 
items from the VOCI physical contamination (VOCI-PC) scale had excellent reliability Cronbach’s 
a = .93. See Appendix 6 for a copy of the measure.
5. Vancouver Obsessional Compulsive Inventory (VOCI) -  Mental Contamination (MC) subscale
(Rachman, 2006)
The VOCI-MC is a 20-item scale assessing aspects of mental contamination. It was developed 
as an additional scale for the VOCI (outlined above) which does not contain items on mental 
contamination.
Again, participants are asked to rate the extent to which they agree or disagree with each of the 
statements provided (e.g. “often I look clean but feel dirty”) using a 5-point scale ranging from 0 
(“Not at all”) to 4 (“Very much”). Scores range from 0 - 8 0  with higher scores indicating greater 
mental contamination fears. This scale was included as a baseline measure of mental contamination 
sensitivity. Although there is a lack of validation studies, the author reports high internal 
consistency (.94). The items from the scale in this study had excellent reliability Cronbach’s a = 
.95. See Appendix 7 for a copy of the measure.
6. Guilt and Shame Proneness Scale (GASP) -  Cohen, Wolf, Panter and Insko (2011 )
The GASP is a 16 item measure. Each item contains day to day scenarios which may tap into 
an individual’s propensity to experience guilt and shame e.g. “After realizing you have received too 
much change in a shop, you decide to keep it because the sales assistant doesn’t notice. What is the 
likelihood that you would feel uncomfortable about keeping the money?”. Respondents are asked
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to rate how likely it would be that they would react in the way described in each scenario on a scale 
ranging from 1 “Very unlikely” to 7 “very likely”. Responses are then scored to yield indices on 
four subscales. The subscales are derived from the mean score for each subscale and thus range 
from 1 - 7 .  The two guilt subscales assess guilt proneness based on negative evaluations of 
behaviour (Guilt -  Negative Behaviour Evaluation subscale [NBE]) and guilt based behavioural 
tendency to want to repair (Guilt — Repair sub scale) following private transgressions. The two 
shame subscales assess shame proneness based on negative self-evaluations (Shame -  Negative 
Self Evaluation subscale [NSE]) and shame based behavioural tendency to withdraw (Shame -  
Withdraw subscale) following publically exposed transgressions. Higher scores on the Guilt NBE 
scale and Shame NSE scale indicate greater levels of guilt or shame proneness, respectively.
The subscales have been shown to possess acceptable internal consistency ranging from .63 to 
.71 (Cohen et al., 2011). And, the subscales have been validated against related constructs (e.g. 
guilt scores inversely related with unethical decision making; Cohen et al., 2011). The items from 
the GASP in this study had good reliability (Guilt NBE a = .71; Shame NSE a = .61; Guilt Repair 
a = .69; Shame Withdraw a = .64). See Appendix 8 for a copy of the measure.
7. Visual Analogue Scales (VASs)
VASs were used to measure the following 6 domains indicative of mental contamination, 
before and after experimental manipulation: 1). Disgust, 2). General dirtiness, 3). Sense of 
contamination 4). Shame, 5). Anxiety, 6). Urge to wash. Scales ranged from 0 “Not at all” to 100 
“Extremely”. For each variable the participant is required to respond by clicking at the appropriate 
place on the scale. See Appendix 9 for a copy of the measures.
Procedure
Testing
Participants completed the study via an online survey developed and hosted within the 
School of Psychology at the University of Surrey. Their responses were stored confidentially and 
the data handled by the Technician in the Psychology Department. The technician exports the data 
into SPSS files directly from the system and does not view the data at any stage. Participants were 
asked to provide their email address at the end of the study should they have wished to be entered 
into the prize draw. Study data (including email addresses) were exported to the researcher by the 
technician. Immediately after these email addresses were received by the researcher they were
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separated from participants’ responses and stored separately (email addresses were destroyed once 
the prize draw had taken place).
Participants were asked to read through a participant information section and to complete 
the consent statement online (See Appendix 10 for a copy of these documents).
Both groups completed the same baseline questionnaires followed by the six VAS scales to rate 
before the experimental manipulation began. The system randomly assigned the participants to one 
of the two conditions.
Experimental conditions
1. Mental Physical Contamination (MPC) Condition -  an instruction appeared on the 
screen asking participants to think of a time in the past when they came into contact with 
something physically disgusting. (Participants were prompted with examples such as 
remembering touching vomit, touching something dirty).
2. Mental Moral Contamination (MMC) Condition - an instruction appeared on the screen 
asking participants to think of a time in the past when they behaved in a way that was 
morally wrong or unethical. (Participants were prompted with examples such as cheating in 
an exam, lying to a friend).
Instructions for each condition can be found in Appendix 11.
The screen instructed them to type their memory in the space provided and told them that 
whatever they write would be kept anonymously and only seen by the researcher. They were asked 
to click ‘finish’ when they had done this. Immediately afterwards, the participants were asked to 
think about the memory they have typed for one minute, and asked to concentrate on this thought 
alone for the whole minute. This was timed by the online survey system. After the minute had 
lapsed, they were instructed to fill out the Post- VAS scales and told to do this whilst thinking 
about how they felt right at that moment. They were then asked to endorse whether they had been 
able to think about the memory for the entire minute.
Before they exited the survey the participants were provided with a debriefing information 
page (see Appendix 12) and given the contact details of the researcher and supervisor should they 
have any questions or concerns. Participants were asked to provide their email address should they 
wish to be entered into the prize draw.
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Ethical Considerations
It was not expected that participation in this study would result in any significant harm. 
Some participants may have found the topic under investigation sensitive as they were asked to 
recall an unpleasant memory of their choice. However, the nature of the memories participants 
were asked to recall, whilst possibly unpleasant, were not intended to be traumatic in any way and 
they had free choice over which memory to call to mind. The information sheet given to 
participants prior to taking part explained they would have to think about a memory they may find 
unpleasant. Therefore those who expected to find this distressing had the choice not to take part. 
Informed consent was taken from participants prior to the beginning of the online study at which 
time they were advised that their participation was voluntary and that they may withdraw from the 
assessment and study at any time without giving a reason. Participants merely had to exit the online 
survey to withdraw their participation. Participants were provided with a debriefing sheet at the end 
of participation which provided information about sources of support relevant to OCD, 
contamination fears and anxiety. The contact email of the researcher and supervisor were provided 
should any participants have had any concerns about the study they wish to discuss. (N.B. Neither 
the researcher nor supervisor received any correspondence relating to participation in the study at 
the time of writing).
It was not expected that this study posed any harm to the researcher. The researcher 
received regular supervision from the lead supervisor at the university where any issues which may 
have arisen could be discussed. (N.B. No challenging or distressing issues arose for the researcher 
whilst conducting this study).
This study was reviewed by the Ethics Committee of the Faculty of Arts and Human 
Sciences at the University of Surrey. It was given a favourable opinion (ETHICS REF: 859-PSY- 
13). See Appendix 13 for confirmation.
Data Analysis
IBM SPSS Statistics Program Version 20 was used to analyse the results. It was initially 
planned to use mixed ANOVAs to examine the interaction between time (before and after 
experimental task) and group (mental moral or mental physical) on the mental contamination 
domains. Various steps were taken to explore whether the assumptions of the ANOVA were met. 
Boxplots and histograms revealed the data, and the standardised residuals, were not normally 
distributed, and Levene’s and Box tests revealed the assumption of homogeneity of variance had
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been violated on a number of domains, (see Appendix 14 for SPSS output). Therefore non- 
parametric tests were employed. Mann Whitney U Tests were used to examine differences between 
the two contamination conditions in VAS scale scores following experimental manipulation. 
Wilcoxon signed-rank tests were used to explore change in VAS scores pre and post task within 
each contamination condition.
Spearman’s Rho correlations were used to examine the relationship between OCD 
symptoms, contamination sensitivity, disgust sensitivity, guilt and shame proneness, with feelings 
of mental contamination post manipulation.
Linear regression analyses were carried out to explore whether sensitivity/proneness to 
disgust, guilt and shame could predict feelings of contamination following experimental 
manipulation. The normality of the distribution of residuals was checked and was found to violate 
the assumptions of this parametric test thus the results should be viewed with caution (see 
Appendix 15 for histograms).
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RESULTS
Participants
The online survey was initiated by 195 people. Of those, 180 people completed the survey, 
thus 15 people dropped out before completing the experimental task. Those who did not complete 
the experimental task were not included in the analysis. No participants dropped out once the task 
was completed.
The computer survey system allocated participants to one of two conditions after each 
participant gave consent to start the survey. The demographics of the two groups are described 
below in Table 1. Chi squared and Mann Whitney U comparisons revealed there were no 
statistically significant differences between groups on the demographic characteristics (p values are 
displayed in Table 1).
Table 1. Demographic characteristics for both groups of participants with significance values of 
Chi Squared and Mann Whitney U comparisons
Mental Moral Condition 
(n = 81)
Mental Physical Condition 
(n = 99) P
Age
Median 27 (18 - 65) 26(18-69) .369?
(Min-Max)
White British 78% White British 81%
Ethnicity % White other 9% White other 10% .295
Other 13% Other 9%
Female 72% Female 74%
Gender % .749
Male 28% Male 26%
Single 56% Single 56%
Marital Married/Cohabiting/Civil Married/Cohabiting/Civil
Status % Partnership 43% Partnership 41%
.294
Other 1 % Other 3%
Student 29% Student 41%
Occupation .172
Other 71% Other 59%
Note all comparisons were non significant
'Mann Whitney U test result. All other comparisons in this table were Chi Squared tests
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Types of unpleasant memories
During the experimental task participants were asked to type their memories in the space 
provided. Whilst this is not a qualitative study, a brief overview of the types of memories recorded, 
and some examples are outlined below.
Mental Moral Condition
1. Betraying a friend or hurting someone’s feelings e.g. “I started going out with one of my 
best friends ex-boyfriends and kept it secret from her.”
2. Revealing a secret e.g. “telling someone's secret to a group of friends”
3. Lying to a friend or at work e.g. “pretending to be sick and not going to work”.
4. Cheating on a partner e.g. “Cheated on boyfriend. Still a secret.”
5. Committing minor transgressions e.g. “Stealing a sweet”, or “Took a map from a
university reference book”.
6. Committing a more serious crime e.g. “....I kicked a shop window in out of frustration 
and anger at having been parted from my friends just as a police car came round the comer 
and was arrested and charged with criminal damage...”
Mental Physical Condition
a. Vomit e.g. “someone was sick on my jumper and got vomit on my face and hair"
b. Food related e.g. “I remember eating some hummus that was more than two weeks out of
date. It tasted funny and I spent the evening on the toilet.”
c. Animal faeces e.g. “A bird defecated on my arm as I was walking under a bridge”.
d. Other bodily fluids e.g. “I was sneezed on by a young child at work and got her green snot 
all over my hand.”
e. Human faeces e.g. “Going into the toilet and seeing unflushed poo inside the toilet..."
f. Illness/injury related e.g. “Seeing a large scab seeping on the back of an old woman’s 
head”.
g. Household dirt/rubbish e.g. “Putting the recycling bins out, barefoot, and the ‘bin juice’ 
ran out all over my feet...”
Baseline Measures
Median scores on all of the standardised measures are represented in Table 2, along with 
baseline scores on the VAS scales pre task. Mann Whitney U tests were used to compare the two 
groups. There were no statistically significant differences between the two groups on all measures.
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As would be expected pre task scores on the mental contamination indices (VAS scores) were 
generally low.
Table 2. Descriptive Statistics and Mann Whitney U comparisons on all standardised measures for 
both groups
Measure
Median (Min-Max)
Mental Moral 
Condition 
(n = 81)
Mental Physical 
Condition 
(n = 99)
P
OCI-R Total 12 (0-56) 10(0-51) .150
OCI-R Washing Subscale 0 (0-11) 0 (0-9) .964
OCI-R Checking Subscale 1 (0-12) 2 (0-11) .865
OCI-R Ordering Subscale 3 (0-12) 3 (0-10) .718
OCI-R Obsessing Subscale 2 (0-12) 2 (0-11) .693
OCI-R Hoarding Subscale 3 (0-12) 3(0-11) .288
OCI-R Neutralising Subscale 0 (0-10) 0 (0-9) .988
VOCI-MC Total 5 (0-52) 5 (0-48) .988
VOCI-PC Total 3 (0-44) 2 (0-26) .149
DPSS Propensity 20 (8-30) 18 (8-30) .072
DPSS Sensitivity 14 (8-33) 13 (8-25) .149
GASP NBE 5.75 (2.50-7.00) 5.75 (1.50-7.00) .775
GASP Repair 5.75 (2.75-7.00) 5.75 (2.50-7.00) .976
GASP NSE 6.00 (2.75-7.00) 6.25 (2.25-7.00) .642
GASP Withdraw 2.75 (1.00-7.00) 2.50 (1.00-7.00) .142
Pre task disgust 1 (0-82) 2 (0-77) .742
Pre task dirtiness 2 (0-98) 3 (0-91) .952
Pre task contamination 1 (0-70) 2 (0-75) .718
Pre task shame 2 (0-79) 3 (0-72) .490
Pre task anxiety 10 (0-97) 10 (0-92) .916
Pre task urge to wash 2 (0-97) 2 (0-94) .810
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Note all comparisons were non significant
OCI-R = Obsessive Comulsive Inventory Revised; VOCI-MC = Vancouver Obsessional 
Compulsive Inventory -  Mental Contamination subscale VOCI-PC = Vancouver Obsessional 
Compulsive Inventory -Physical Contamination subscale; DPSS = Disgust Propensity and 
Sensitivity Scale - Revised; GASP = Guilt and Shame Proneness Scale (NBE = Guilt proneness; 
Repair = tendancy to want to repair; NSE = shame proneness; Withdraw = tendancy to withdraw)
Main findings
The main findings are presented according to the initial hypotheses laid out in the Introduction 
section.
1. Mental contamination will be induced following recall o f a past contact with physical 
contaminant, or commission o f an immoral act, as measured by greater feelings o f 
contamination following experimental exposure.
Median, minimum and maximum VAS scores pre and post task are displayed in Table 3. 
Wilcoxon signed-rank tests were used to examine the differences between pre and post task VAS 
scores for all participants (n=180). Effect sizes were calculated using the following formula: 
r  = -j= as recommend by Field (2013) (p. 227).
Table 3. Wilcoxon Signed-rank Tests on pre and post VASs
Measure
Pre Task Median 
(min-max)
Post Task Median (min- 
max) P
Disgust 1 (0-82) 13 (0-99) <.001
Dirtiness 3 (0-98) 5 (0-100) .027
Contamination 2 (0-75) 2 (0-96) .001
Shame 3 (0-79) 6 (0-100) <.001
Anxiety 10 (0-97) 8 (0-100) .927
Urge to wash 2 (0-97) 2 (0-99) .625
The above hypothesis was supported as participants reported significantly greater feelings 
of disgust (z = 8.430, p < .001, r = .45); dirtiness (z = 2.214, p = .027, r = .12); contamination (z = 
3.309, p = .001; r = .17); shame (z = 4.383, p < .001, r = .23) post task. There was no significant
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change in feelings of anxiety (z = -.092, p = .927, r = -.05) and urge to wash (z = .489, p = .625, r = 
.03) pre and post task.
A series of independent samples Mann Whitney U tests were conducted to examine if the 
induction of mental contamination post task differed between the groups. New variables 
representing each participant’s change in each VAS score pre and post task (e.g. VAS Disgust Post 
- VAS Disgust Pre) were calculated. Effect sizes were again calculated using the following 
formula: r  =  ^=. The median, minimum and maximum scores for both groups along with the 
significance levels of the Mann Whitney U tests are presented in Table 4.
Table 4. Mann Whitney U test comparison of change in VAS scores between the two groups
Dependent Variable
Mental Moral Group 
Median 
(min -max)
Mental Physical 
Group Median 
(min -max)
P
Change in Disgust 5 (-81 - 99) 9 (-33 - 73) .544
Change in Dirtiness 0 (-69 - 72) 0 (-26 - 84) .057
Change in Contaminated 0 (-67 - 37) 0 (-34 - 66) .275
Change in Shame 13 (-44 - 100) 0 (-55 - 52) .001
Change in Anxiety 0 (-52 -52) -1 (-50 - 97) <.001
Change in Urge to wash 0 (-82 - 27) 0 (-25 - 73) .009
The tests revealed there was no statistically significant difference between the two groups 
(mental moral and mental physical) on changes in levels of disgust (U = 4220, p = .544, r = .04) 
and contamination (U = 4383, p = .275, r = .08) post task.
However, those in the mental physical group reported significantly greater increases in urge to 
wash (U = 5202, p = .001, r = .25), and some evidence of significantly greater increases in feelings 
of dirtiness (U = 4666, p = .057, r = .14), post task than those in the mental moral group. Those in 
the mental moral group reported significantly greater increase in levels of shame (U = 1458, p 
< 001, r = -.55) and anxiety (U = 3099, p = .009, r = -.19) post task than those in the mental 
physical group.
2. Those who are more sensitive to contamination fears will experience greater feelings o f mental 
contamination post task.
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Spearman’s Rho correlations were performed on participants in each group to examine the 
relationship between mental contamination sensitivity (VOCI-MC scores), contact contamination 
sensitivity (VOCI-PC scores) and change in VAS scores. The results of the analysis are displayed 
in Table 5 and Table 6.
Table 5. Spearman’s Rho correlations between change in VAS scores, VOCI-MC scores and 
VOCI-PC scores - Mental Physical Condition
Spearman’s Rho
Median
(min-max)
VOCI-MC Total VOCI-PC Total
Change in Disgust 9 (-33-73) 293** .222*
Change in Dirtiness 0 (-26 - 84) -.019 -.075
Change in Contaminated 0 (-34 - 66) .078 -.007
Change in Shame 0 (-55 - 52) .105 .173
Change in Anxiety -1 (50 - 97) .055 .187
Change in Urge to wash 0 (-25 - 73) .186 .054
Note *p<.05; **p<.01
Table 6. Spearman’s Rho correlations between change in VAS scores, VOCI-MC scores and 
VOCI-PC scores - Mental Moral Condition
Spearman’s Rho
Median
(min-max)
VOCI-MC Total VOCI-PC Total
Change in Disgust 5 (-81 - 99) .552 -.205
Change in Dirtiness 0 (-69 - 72) -.059 -.117
Change in Contaminated 0 (-67 - 37) -.076 -.112
Change in Shame 13 (-44 - 100) .142 -.069
Change in Anxiety 0 (-52 - 52) .197 .108
Change in Urge to wash 0 (-82 - 27) .327 -.010
Note *p<.05
The hypothesis was generally not supported. There was a significant positive relationship 
between higher mental and physical contamination sensitivity and changes in feelings of disgust
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post task (r = .182, p = .015) in the mental physical group, but not with any other measures of 
contamination post task. There were no significant correlations between feelings of contamination 
post task and sensitivity to contamination in the mental moral group. The correlations that were 
significant had small effect sizes suggesting a weak relationship between sensitivity to 
contamination and change in mental contamination from pre to post task.
3. Those who score highly on a measure o f obsessive-compulsiveness will report greater levels of 
mental contamination sensitivity and greater feelings o f mental contamination post 
experimental exposure.
Spearman’s Rho correlations were performed separately on each group to examine the 
relationship between obsessive compulsiveness (OCI-R scores) and mental contamination 
sensitivity (VOCI-MC scores), and change in indices of mental contamination post task (VAS 
change scores). The results are displayed in Tables 7, 8, 9 and 10.
Table 7. Spearman’s Rho correlations between VOCI-MC scores and OCI-R scores - Mental 
Physical Condition
Spearman’s Rho
OCI-R
Total
OCI-R Ob
OCI-R
Wa
OCI-R Ch OCI-R Ne OCI-R Ho OCI-R Or
VOCI-MC .637** .611** .492** .417** .392** .376** .485**
Note *p<.05, **p<.001
OCI-R Ob = Obsessions subscale; Wa = Washing subscale; Ch = Checking subscale; Ne = 
Neutralising subscale; Ho = Hoarding subscale; Or = Order subscale.
Table 8. Spearman’s Rho correlations between VOCI-MC scores and OCI-R scores - Mental Moral 
Condition
Spearman’s Rho
OCI-R
Total
OCI-R Ob
OCI-R
Wa
OCI-R Ch OCI-R Ne OCI-R Ho OCI-R Or
VOCI-MC .448** .289** .564** .120 .385** .296** .269**
Note *p<.05, **p<.001
OCI-R Ob = Obsessions subscale; Wa = Washing subscale; Ch = Checking subscale; Ne = 
Neutralising subscale; Ho = Hoarding subscale; Or = Order subscale.
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Table 9. Spearman’s Rho correlations between change in VAS scores and OCI-R scores - Mental 
Physical Condition
Spearman’s Rho
Median OCI OCI-R OCI-R OCI-R OCI-R OCI-R OCI-R
(min-max) Total Ob Wa Ch Ne Ho Or
Change in 
Disgust
9 (-33 - 73) .137 .113 .129 .148 .091 .053 .120
Change in 
Dirtiness
0 (-26 - 84) -.043 -.018 -.117 .021 .023 -.096 -.082
Change in 
Contaminated
0 (-34 - 66) .051 .057 -.001 .013 .112 -.013 .054
Change in 
Shame
0 (-55 - 52) .139 .121 .095 .117 .081 .167 .160
Change in 
Anxiety
-1 (50 - 97) .079 -.002 .092 .154 .075 .192f -.065
Change in Urge 
to wash
0 (-25 - 73) .142 .138 .008 .120 .134 -.014 .088
Note *p<.05
tp  = .057
OCI-R Ob = Obsessions subscale; Wa = Washing subscale; Ch = Checking subscale; Ne =
Neutralising subscale; Ho = Hoarding subscale; Or = Order subscale.
Table 10. Spearman’s Rho correlations between change in VAS scores and OCI-R scores - Mental
Moral Condition
Spearman’s Rho
Median OCI OCI-R OCI-R OCI-R OCI-R OCI-R OCI-R
(min-max) Total Ob Wa Ch Ne Ho Or
Change in 
Disgust
5 (-81 - 99) .001 .148 -.153 .035 -.011 -.028 .000
Change in 
Dirtiness
0 (-69 - 72) .064 -.025 .061 .197 -.059 .040 .106
Change in 0 (-67 - 37) -.036 .092 -.061 .096 -.013 -.020 -.115
Contaminated 
Change in
13 (-44 - 100) .038 .134 -.101 -.003 -.061 -.006
Shame 
Change in
, . 0 (-52 - 52) .086 .001 .212f -.011 .134 -.016
Anxiety
Change in Urge
0 (-82 - 27) -.021 -.032 -.121 .181 .220* -.065
to wash 
Note *p<.05 
tp  = .057
OCI-R Ob = Obsessions subscale; Wa = Washing subscale; Ch = Checking subscale; Ne = 
Neutralising subscale; Ho = Hoarding subscale; Or = Order subscale.
As predicted, there were strong and significant positive correlations between nearly all 
OCI-R, total and all subscales, with scores on the VOCI-MC for both groups.
There were no significant relationships between overall levels obsessive compulsiveness (OCI- 
R Total) and indices of mental contamination post task (VASs) in either group. However, from 
examining the OCI-R subscale scores some positive relationships were found. In the mental moral 
group there a significant positive relationship between urges to wash and higher scores on the 
neutralising subscale (r = .220, p = .049); and a trend towards a positive relationship between 
greater increases in levels of anxiety and scores on the washing subscale (r = .212, p = .057). For 
the mental physical group there is evidence of a relationship between greater change in levels of 
anxiety and the hoarding subscale (r = 192, p = .057). The effect sizes were low however, 
suggesting a weak relationship.
4. Disgust sensitivity and propensity will predict feelings o f mental contamination. This will be to 
a greater degree in those who recall a past physical contamination situation.
A series of linear regressions, using the Enter method, were performed with change in each of 
the 6 VAS measures as the dependent variable. DPSS Propensity and DPSS Sensitivity were 
entered as predictor variables. These regressions were carried out separately on the two groups 
(mental moral n = 81; mental physical n = 99).
a. Mental Moral Group
.055
.091
-.026
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When Disgust Sensitivity and Disgust Propensity were entered as predictor variables and change in 
VAS scores were entered as dependent variables no significant models emerged.
b. Mental Physical Group
When predicting change in indices of contamination in the mental physical group, the 
results indicate the DPSS variables accounted for 7% of the variance (R2 = .074, F 2,95 = 
3.810, p = .026). Disgust propensity was the only significant predictor (p = .346, p = 
.007). No other significant models emerged for the other indices of mental contamination 
(VASs).
The above hypothesis is supported to some extent by the fact that disgust propensity and 
sensitivity scores could not predict change in feelings of contamination post task for those in the 
mental moral group, but disgust propensity did significantly predict greater feelings of 
contamination post task for those in the mental physical group. It should be noted however that 
disgust accounts for only a small amount of variance in change in contamination scores and it does 
not significantly predict any of the other VAS change scores.
5. Shame and guilt proneness will predict feelings o f mental contamination. This will be to a 
greater degree in those who recall a past immoral act.
Similarly, a series of linear regressions, using the Enter method, were performed with each of 
the 6 VAS measures as the dependent variable. GASP Negative Behaviour Evaluation, Repair, 
Negative Self Evaluation and Withdraw scores were entered as predictor variables. These 
regressions were carried out separately on the two groups (mental moral n = 81; mental physical n 
= 99).
a. Mental Moral Group
GASP scores could not adequately predict change in levels of disgust, dirtiness, contamination, 
anxiety or urges to wash in the mental moral group. However when change in shame was the 
dependent variable a significant model emerged (R2 = .158, F 4; 76 = 3.561, p = .010). GASP 
withdraw scores (that is a tendency to avoid dealing with shame) were a significant predictor of 
lower shame scores (p = -.373, p = .001), that is, those with higher GASP Withdraw scores would 
experience a lower shame scores.
b. Mental Physical Group
When predicting feelings of disgust post task the results indicate a significant model emerged (R2 = 
.118, F 4) 94 = 3.114, p = .018). Change in disgust scores was significantly predicted by GASP NBE
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(guilt proneness) scores (P = .324, p = .016) and GASP NSE (shame proneness) scores (P = .268, p 
= .036).
Change in feelings of contamination post task was also accounted for by the model (R2 = .110, F 4j 
94 = 2.909, p = .026). In this case GASP NSE was the only significant predictor of greater change in 
contamination scores post task (p = .269, p = .037). No other significant models emerged.
The above hypothesis is not wholly supported by the findings. Shame withdraw scores 
appear to predict lower feelings of shame when recalling an immoral act. Shame based negative 
self-evaluations predict greater feelings of disgust and contamination, and guilt based negative 
behaviour evaluations predict greater change in feelings of disgust following recall of coming into 
contact with a physical contaminant. Thus the different elements of shame and guilt play different 
roles in mental moral and mental physical contamination. These relationships are considered 
further in the discussion section.
Additional findings
Ability to focus on memory
Participants were asked after they completed the experimental task whether they had been 
able to think of the memory for a complete minute, as directed. In the mental moral group 33% 
answered ‘yes’, in the mental physical group 43% answered ‘yes’.
A chi squared test was performed and revealed there was no significant relationship 
between group and ability to think of memory for a complete minute (%2= 1.913, df = 1, p>.05).
Ability to focus on memory and baseline measures
Those who were able to think of the memory for a complete minute and those who were 
not were compared on all the baseline standardised measures using Mann Whitney U tests. There 
were no significant differences between the two groups on scores on any of the standardised 
measures. See Appendix 16 for SPSS output.
Ability to focus on memory and change in VAS scores
The change in VAS scores for those who were able to think of the memory for the 
complete minute and those who were not were compared using Mann Whitney U tests. This was to 
examine if the ability to think of the memory for the complete minute affected the induction of
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mental contamination. The analysis was performed on the two groups separately. Effect sizes were 
again calculated using the formula: r —
yjN
In the mental physical group there were no significant differences between those who 
could and who couldn’t think of the memory for the full minute on change in scores on any of the 
VASs. However in the mental moral group those who reported they could think about the memory 
for the complete minute reported significantly greater increases in feelings of disgust (U = 404, p = 
.001, r = -.362) and feelings of shame (U = 391, p = .001, r = -.376) than those who couldn't think 
of the memory for the complete minute.
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DISCUSSION
The aim of this study was to explore the little understood phenomenon of mental 
contamination in a non-clinical sample. More specifically, to contribute to our understanding of the 
factors that may make someone vulnerable to experiencing mental contamination.
Previous research has shown that mental contamination occurs in healthy populations as 
well as clinical populations, in particular those with anxiety disorders. Clinical observations of 
mental contamination have been reported in people with OCD and those who have experienced a 
trauma (Coughtrey et al, 2012a; Fairbrother & Rahcman, 2004). Experimental studies have also 
reported the experience in healthy (usually student) populations following imaginai exposure to 
hypothetical unpleasant events (Fairbrother et al, 2005; Herba & Rahcman, 2007; Elliott & 
Radomsky, 2009). Research into mental contamination is in its infancy however and further 
understanding of this complex phenomenon is needed.
Rachman’s (2006) theory of contamination postulates there are five sources of mental 
contamination: mental pollution, psychological violation, self-contamination, morphing and 
physical violation/contamination. The majority of experimental work has focused on psychological 
violations, or immoral acts, as contaminating stimuli (e.g. Fairbrother et al, 2005; Herba & 
Rachman, 2007; Elliott & Radomsky, 2009). Some work has begun on inducing mental 
contamination following thoughts of physical violation (e.g. Elliott & Radomsky, 2012; Lee et al, 
2013). These experimental studies have also begun to explore the factors which may make 
someone more likely to experience mental contamination. Factors such as disgust sensitivity, 
anxiety sensitivity, thought action fusion, negative cognitive appraisals, and previous experience 
have been implicated in mental contamination studies (Herba & Rachman, 2007; Elliott & 
Radomsky, 2009; Elliott & Radomsky, 2013; Lee et al, 2013). The majority of studies have used 
female undergraduate participants who were in the position of hypothetical ‘victim’ in imagined 
the scenarios.
The current study aimed to explore reactions to two types of mentally contaminating 
stimuli (physical violation and psychological violation/immoral acts) with participants who were 
asked to recall real life events salient to the individual. Baseline measures of disgust, guilt and 
shame proneness, obsessive compulsiveness, and sensitivity to contamination fears were 
administered to explore the relationship between these factors and reactions to the task.
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It was hypothesised that feelings of mental contamination would be induced following 
experimental exposure. Also that obsessive compulsiveness and contamination fears would be 
related to feelings of contamination following the experimental task. Further, that disgust 
sensitivity and propensity would be predict mental contamination, in particular for those in the 
mental physical contamination group. And lastly, that guilt and shame proneness would predict 
mental contamination, particularly for those in the mental moral contamination group.
Summary of main findings
A large number of participants took part in this study (n = 180) surpassing the original size 
indicated in the power analysis. The use of snowball sampling, social media and an online survey 
method may have helped gather this large sample in a relatively short space of time. There were no 
differences between experimental groups on demographic characteristics or baseline measures. 
This study had a relatively large proportion of male participants (33%), compared with previous 
mental contamination studies.
Induction of mental contamination
The initial hypothesis regarding the induction of mental contamination was supported by 
the data analysis. The results reveal that immediately after the experimental task participants on 
average felt significantly more disgusted, dirty, contaminated and shameful than prior to the task. 
The effect sizes were largest for levels of disgust and shame. Increases in levels of anxiety and an 
urge to wash were also reported but the increase was not statistically significant. This highlights the 
powerful effect of thinking about unpleasant events, even for 1 minute, on emotional arousal and 
internal feelings of contamination. This also supports Rachman’s (2006) hypothesis that there are 
different sources of mental contamination. These findings are in line with other induction studies 
which report an increase in feelings associated with mental contamination following imaginai 
scenarios of being a victim or a perpetrator of immoral acts (Herba & Rachman, 2007; Elliott & 
Radomsky, 2009; Elliott & Radomsky, 2013); imagined dirt (Elliott & Radomsky, 2012); and 
imagined contact with a physical contaminant (Lee et al, 2013). These studies all relied upon 
hypothetical events to evoke mental contamination which although useful, lacked ecological 
validity. This raised the question as to whether mental contamination was merely being artificially 
provoked and the participants’ responses were not representative of valid responses to 
contaminating stimuli. The current study used real life memories of the participants as stimuli to 
induce such feelings. This suggests that mental contamination can also be induced both in a more 
ecologically valid way using real life memories, or in a more controlled manner using hypothetical
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scenarios. These previous studies and the current study used differing ways to measure feelings of 
mental contamination post manipulation thus we cannot compare the effects of imaginary scenarios 
versus real life scenarios in inducing these feelings.
The additional analysis shows us that the type of contaminating stimuli appears to play a 
role in this emotional arousal. Those in the mental physical group were significantly more likely to 
report greater urges to wash. In contrast, those in the mental moral group were significantly more 
likely to report increases in levels of anxiety and shame. There was no difference between the 
groups on increased levels of disgust, dirtiness and contamination. This highlights the importance 
of exploring the different sources of mental contamination and the emotional responses linked with 
them. The finding that levels of disgust, dirtiness and contamination were significantly greater 
following the task for both groups, suggests that these emotional responses play an important role 
in both types of mental contamination. There is some debate within the disgust literature on the 
differentiation between core disgust and socio-moral disgust (Simpson et al, 2006). It appears that 
in this study both types of disgust were elicited, although this is speculative as the features of the 
disgust reported were not explored in any depth.
Thus it seems that particular unpleasant emotions that are associated with mental 
contamination can be induced in non-clinical participants. Some responses are elicited regardless of 
the type of memory, whilst other emotional responses can differ depending on the source of 
contamination. The range of VAS change scores was incredibly large however, suggesting that for 
some individuals the experimental task produced strong emotional responses whilst for others it 
had little effect on the emotions measured. The subsequent analysis aimed to explore what factors 
may explain why some people responded so strongly and others did not.
General sensitivity to contamination fears
The results revealed a significant positive relationship between general mental 
contamination fears and feelings of disgust post task. Contact contamination fears were positively 
associated with increased feelings of anxiety following the task. This supports the initial 
hypotheses, which predicted that sensitivity to contamination fears would be related to feelings of 
contamination post task, and the findings of others (Radomsky & Elliott, 2009; Herba & Rachman, 
2007). The effect sizes of these relationships are relatively low however (.182 and .149 
respectively). Although the VOCI-MC had good levels of reliability in this study, it is not as yet a 
validated measure. Contact contamination was measured using the VOCI-PC which has been 
validated. Not all other studies exploring contact contamination fears measured it using the VOCI-
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PC. This means comparison between the findings of different studies is not reliable. Further 
research is needed to validate the VOCI-MC or other measures of mental contamination. Also to 
explore if the VOCI-PC is the most valid and reliable way to measure contact contamination fears.
Obsessive compulsiveness and mental contamination
There was a strong positive relationship between obsessive compulsiveness and general 
levels of mental contamination fears which supports the initial predictions. This also supports the 
association between contamination fears and OCD often reported in the literature (Rachman, 2006; 
Cougle et al, 2008; Coughtrey et al, 2012a; Coughtrey et al 2012c). The relationship between 
obsessive compulsiveness and feelings of contamination following the task is more complex. 
Overall levels of obsessive compulsiveness were not related to any of the indices of mental 
contamination post task. However higher scores on the neutralising subscale was associated with 
greater urges to wash post task, and scores on the washing subscale were related to increased 
anxiety post task, in the mental moral group. In the mental physical group increased anxiety post 
task was associated with higher scores on the hoarding subscale. Thus it seems obsessive 
compulsiveness is related to elements of mental contamination (anxiety and urge to wash) for those 
who score highly neutralising and washing subscales. The neutralising subscale of the OCI-R is 
measuring obsessive compulsive behaviours thus it is not surprising that they correlate with the 
only behavioural item on the VAS (urge to wash). Speckens et al (2007) reported neutralising 
behaviours (e.g. counting, checking, washing) following intrusive unpleasant memories in 76% of 
their sample of people with OCD. The results of this study are consistent with that finding. 
Washing behaviours are often described as a safety behaviour, carried out to relieve feelings of 
anxiety in those with contamination fears, but are believed to be one of the key maintaining factors 
of the anxiety associated with OCD (Salkovskis, 1985). The link found between increased anxiety 
following recall of an unpleasant event and obsessive compulsive washing is in line with this 
theory.
Although this is a non-clinical population study, this evidence highlights the possible 
relationship between internal feelings of contamination and obsessions and compulsions.
Whilst it is thought that obsessive compulsiveness is a dimensional construct, found in 
varying levels in the general population (Olatunji, Williams, Haslam, Abramowitz & Tolin, 2008), 
there is a cut off which the authors of OCI-R suggest represents a clinical level (Foa et al, 2002). 
The cut off suggested is 21. The majority of participants in this study scored well below that (the 
median being 12 for the mental moral group and 10 for the mental physical), suggesting that levels
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of obsessive compulsives were low in this sample. However, if positive relationships can be 
detected at the non clinical level one could surmise that the link between obsessive compulsiveness 
and mental contamination could be stronger in clinical groups. This study was a healthy population 
design with no clinical comparison groups - further studies employing the same design with a 
clinical comparison group may yield interesting findings.
The role of disgust guilt and shame was also explored in this study. Again the relationship 
between these emotional sensitivities and contaminating feelings following the task was not clear 
cut. It seems that different emotions may play different roles in mental contamination depending on 
the type of contaminating stimuli. The next sections discuss these further.
Disgust
The results have shown that disgust was elicited in both groups of participants following 
recall of an unpleasant event. Disgust sensitivity and propensity however do not appear to predict 
feelings of mental contamination following recall of an immoral act. Disgust propensity did 
however predict feelings of contamination following recall of a physical contaminant. These 
findings are in the direction predicted in that disgust was hypothesised to play more of a role in 
mental physical contamination than mental moral contamination. As mentioned in the Introduction 
disgust has been a target for previous researchers in the field of mental contamination and clinical 
disorders. The majority of other mental contamination studies have looked at disgust sensitivity 
with mixed findings. Previous studies have used a measure of disgust sensitivity (the Disgust Scale, 
Haidt et al, 1994) and found links with urge to wash (Elliott & Radomsky, 2013) and dirtniness 
(Herba & Rachman, 2007) or no links with contaminating feelings (Radomsky & Elliott, 2009). 
Recent prospective research into contact contamination in OCD samples has found disgust 
propensity, but not sensitivity, predicted change in OCD symptoms over time in OC and non- 
clinical samples (David et al, 2009; Olatunji et al, 2010; Olatunji et al, 2011). The only study to my 
knowledge which explored disgust propensity as well as sensitivity was Lee et al’s (2013) 
comparison of contact and mental contamination. They found no relationship between either 
disgust propensity or sensitivity and mental contamination. The findings of the current study 
oppose this. One possible explanation could be that the Lee et al study used a small sample (n = 30) 
of undergraduate students whereas this study recruited a much larger and possibly more varied 
sample.
Measures of disgust propensity and sensitivity do not contain items on socio-moral disgust. 
This may explain why participants in the mental moral group reported feeling disgusted following
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the task but that the DPSS scales could not predict this emotional response. Future research into the 
specific role of socio-moral disgust in mental contamination following thoughts of immoral acts 
may yield some interesting findings.
Guilt and shame
Shame and guilt proneness have not been explored in relation to mental contamination 
before. Previous exploration of guilt and shame proneness in relation to psychopathology has more 
often found shame rather than guilt to be an important factor (e.g. Tangney et al, 1992; Valentiner 
et al , 2008; Gilbert, 2000). Based on this it was hypothesised in the current study that shame 
proneness may also be important in the induction of mental contamination. The moral quality of 
guilt and shame led to the prediction that they may be more relevant when recalling an immoral act.
Shame and guilt proneness appear to play different roles in mental contamination following 
recall of an immoral act and recall of a physical contaminant. However the direction of the findings 
is opposite to that predicted. For those recalling a physical contaminant, greater feelings of 
contamination were predicted by greater shame proneness. Increase in levels of disgust was also 
predicted by greater shame proneness and greater guilt proneness. That is, people who are prone to 
feel shameful about themselves, and guilty about their behaviour, following a transgression, are 
more likely to feel mentally contaminated after recalling coming into contact with something 
physically contaminating.
These findings support the role of shame proneness in mental contamination for those 
recalling previous contact with a physical contaminant and also provide new information as to the 
role of guilt. Guilt has been hypothesised as being a motivator for action to repair or undo a 
misdeed (Tangney & Bearing, 2003). Mental contamination is often reported to lead to urges to 
neutralise or relieve the feeling of dirtiness or disgust, usually with washing (Rachman, 2006). It is 
possible the guilt plays a role in motivating action to deal with mental contamination. Guilt was not 
associated with urges to wash (the only neutralising response measured) in this study. However, 
levels of washing urges were low overall. Washing urges were however correlated with increased 
obsessive compulsiveness in this sample. One could surmise that if the study included those with 
more clinical levels of obsessive compulsiveness, guilt may play more of a role in neutralising 
following feelings of contamination. This is merely supposition but suggests that guilt is a 
potentially relevant emotion in mental contamination and demands further exploration.
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For those recalling a past immoral act it seems that greater shame based withdrawing 
tendencies appear to predict lower feelings of shame following recall. Shame based withdrawing 
tendencies refers to a set of behaviours related to transgressions rather than an emotional proneness 
following such transgressions. This finding suggests that a proneness to feel shameful about 
yourself and guilty about your behaviour is not related to feeling contaminated after recalling an 
immoral act. It does tell us that however that people who tend to withdraw following a 
transgression are less likely feel shameful when recalling an immoral act. Thus the prediction that 
shame and guilt proneness would predict mental contamination following recall of an immoral act 
was not supported by the findings.
In their reliability and validity study, the authors of the GASP report that withdrawing 
behaviour was not associated with a proneness to feelings of shame. This study also found that 
withdrawing behaviour was associated with lower reported feelings of shame post task (for those 
who recalled an immoral act). It is not clear however whether people’s withdrawing behaviour 
protects them against feelings of shame, or whether they withdraw because they do not tend to feel 
shameful and see no need to deal with the consequences of their actions.
As referred to in the introduction, research into shame and guilt is hindered by debate over 
the conceptualisation and measurement of these two emotions. The measure employed in this study 
(the GASP) is a new measure which differentiates between feelings of guilt and shame, and 
behavioural responses to guilt and shame. The authors suggest that feeling bad about one’s 
behaviour is related to guilt, whereas feeling bad about oneself is related to shame. The items in the 
scale attempt to measure these. It is possible however that the scale is in fact measuring some other 
construct such as low self-esteem which could account for people reporting that they feel bad about 
themselves and their behaviour. The authors report that their shame and guilt subscales were 
significantly correlated with many other constructs including low self-esteem but also low self­
compassion, neuroticism, high personal distress amongst others. Disgust propensity and sensitivity 
and guilt and shame proneness were the only trait baseline measures used in the current study. It 
seems that the emotional propensities measured by these scales did not play a role in predicting 
mental contamination following recall of an immoral act.
Other areas of psychopathology such as self-esteem should be examined in future studies 
to explore the relationship with mental contamination. Further research is needed in the 
measurement of shame and guilt, for example the validation of new measures such as the GASP, 
before the role of these emotions in mental contamination can be understood.
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Research Implications
This study tells us that mental contamination can be experimentally induced following 
recall of real life unpleasant events. This opens the field of research into mental contamination to a 
wide variety of sources of contamination. Participants in this study were directed to think about an 
immoral act or contact with something physically contaminating. However the range of memories 
was large as can be seen from the examples given in the results section. Within these two types of 
mental contamination there may be particular types of events which are more likely to be 
contaminating. Rachman (2012) found that adding an element of betrayal in the immoral act used 
as stimulus in their induction study increased feelings of mental contamination. Further research 
could explore the elements of immorality or physical contamination that lead to mental 
contamination. Additionally the other areas of mental contamination such as morphing could be 
explored.
A number of new measures were used in this study, namely the VOCI-MC and the GASP. 
The use of these instruments yielded some interesting findings. Although they showed good 
reliability in this study, further research into the validity of these measures is needed before they 
become widely used.
Clinical implications
The findings highlight that feelings of contamination can be evoked in the absence of 
physical contact with a contaminant. Thinking of an unpleasant event for up to only one minute can 
be enough to evoke strong unpleasant emotions. Those who focused on the memory for the whole 
minute reported increased levels of disgust and shame. Thus, perseveration or rumination on 
unpleasant memories may be related to increased emotional distress.
The results suggest that the assessment and treatment of contamination fears should be 
tailored to identify and target mental contamination-related thoughts, images, memories, etc. and 
emotional responses. Exposure to physically dirty stimuli to treat contamination fears may be 
insufficient if an individual is also suffering from the mentally contaminating effects of certain 
thoughts and images. Recent advances in CBT treatments for mental contamination have 
highlighted the need to focus not only on behavioural exposure but also the cognitive and 
emotional aspects of treatment. Current cognitive behavioural explanations of mental 
contamination in OCD suggest an emotional reasoning bias may be present whereby memories of 
an unpleasant event trigger emotions associated with contamination which the person interprets as
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evidence that they are currently contaminated. A propensity to experience unpleasant emotions 
such as guilt, shame and disgust may play a role in this emotion reasoning bias. This study has 
found propensity to these emotions predicted contaminating feelings following recall of a physical 
contaminant but not an immoral act. People in the moral condition were asked to recall an act that 
they themselves perpetrated. It would be interesting to explore the role of these emotions in 
eliciting contaminating feelings following recall of an event whereby the individual was ‘victim’ of 
an immoral act. This may provide insight in the experiences of of those who have endured 
unwanted and unpleasant life events such as bullying, victimisation or abuse who may be seen in 
clinical practice.
It is possible that mental contamination is on a continuum from normal experience to 
clinical impairment, similar to the phenomena of intrusive thoughts. In the case of intrusive 
thoughts it is the appraisal of the contaminating memory/thought that is proposed to lead to 
emotional response and the urge to neutralise (Salkovskis, 1985). The role of negative appraisals, 
or interpretations, of an imagined unpleasant event in relation to mental contamination has been 
explored by Elliott and Radomsky (2013). Their earlier study (Radomsky & Elliot, 2009) found 
that responsibility appraisals were related to negative emotional response and a feeling of dirtiness. 
Elliott and Radomsky (2013) found that again appraisals of responsibility, but also viewing the 
imagined event as a violation, significantly predicted feelings of internal contamination. However, 
it is not possible to conclude whether negative appraisals produce feelings of contamination or 
whether a sense of contamination leads to an increased likelihood of generating negative appraisals.
With mental contamination it is also possibly the appraisal of the emotional response to the 
memory/image that may play a role in it reaching clinical impairment. Appraisals of the 
contaminating memory and the emotions it elicited were not assessed in this study. This would be 
worth exploring in future studies.
It is possible that emotional responses to recalling an unpleasant memory are the norm but 
an increased sensitivity or proneness to certain emotions (disgust, guilt and shame) play a role in 
increasing feelings of mental contamination. If this is the case, facilitating a greater tolerance or 
acceptance of such emotions may also be an important component of treatment.
Limitations
Despite some interesting and novel findings this study inevitably has its limitations. Firstly 
the sampling method was open to bias as the sample was recruited via mixed methods from the
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researcher’s social contacts and university students. This meant the sample was mainly white 
British, university educated or employed individuals.
As would be expected in a non-clinical sample the data was not normally distributed 
therefore non parametric statistical tests were used. However, these tests tend to be less powerful 
and thus increase the chance of making a type II error (accepting the Null hypothesis when it is in 
fact false). Therefore there may be some effects in the data that were not detected by these tests. 
The separate regression models used to explore to roles of disgust, guilt and shame could not 
adequately examine any moderating impact that the type of contaminating source (i.e. moral or 
physical) may have had. Further analysis could employ a generalised linear model with the 
condition (mental or physical) as the moderating variable to explore this relationship.
There were some limitations with the psychometric measures used in this study. Firstly, the 
OCI-R is often used as a screening tool and not a full measure of obsessive compulsiveness. Whilst 
the aim was not to identify or diagnose cases of OCD in this study it does mean that the full range 
of obsessive compulsive psychopathology was not explored. As mentioned the VOCI-MC and the 
GASP are not widely used or well validated. The study of mental contamination is in its infancy, 
and as such it is difficult to know whether the VOCI-MC is in fact measuring mental contamination 
or some other construct such as obsessive compulsiveness or general contamination fears. There 
were strong positive associations between the VOCI-MC, VOCI-PC and OCI-R suggesting this 
relationship needs to be unpicked and differentiated before firm conclusions can be drawn about 
the specific features of mental contamination. The issues with the measurement of guilt and shame 
have been discussed. Further research in the taxonomy and psychometrics of guilt, shame and 
mental contamination is required.
In this study only six indices of mental contamination were contained in the VASs (disgust, 
dirtiness, contamination, shame, anxiety and urge to wash). These emotions are all negatively 
valenced which could have biased the responses. It could also mean that there are important 
emotions which are relevant to a sense of contamination which were not assessed. A more broad 
measure of positive and negative affective states, such as the Positive and Negative Affect 
Schedule (PANAS, Watson, Clark & Tellegen, 1988) for example, may reduce this bias and 
highlight the range of emotions involved in mental contamination. Other neutralising behaviours 
such as distraction, counting, praying, ‘mental cancelling out’ could also have been assessed in 
addition to urge to wash. It was planned to include hand washing as a behavioural measure of 
neutralising in this study however a suitable testing room could not be located. Comparing those
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who engaged in actual washing behaviour with those who didn’t may have yielded further
interesting findings.
Only one item on the VAS asked directly about contamination. Whilst the other responses
assessed were purported to be related to mental contamination it is possible they are in fact
measuring normal emotional responses to unpleasant memories that do not contribute to a sense of 
contamination.
Further research
Further exploration of the type of contaminating stimuli would undoubtedly yield 
interesting findings. This study only explored immoral acts (from the perspective of the 
‘perpetrator’) and physical contaminants. Morphing, self-induced mental contamination (i.e. 
imagining hypothetical unpleasant events) and mental pollution could be explored in a similar way.
It would be interesting to explore whether there are people who are more likely to experience 
mental contamination whatever the source, or whether the type of source affects the experience of 
mental contamination. A repeated measures design whereby the same participants are asked to 
recall various types of contaminating events may yield interesting findings.
The emotional experience, and/or appraisals at the time o f the event may play a role in how 
contaminating it feels to recall the event. As in the cognitive model of PTSD, the way in which 
events are encoded and processed at the time of the trauma contributes to the way it is re­
experienced later (Ehlers & Clark, 2000). Further research could explore whether this is the case 
for contaminating memories also.
The previous literature implicated disgust, guilt and shame proneness in vulnerability to the 
experience of mental contamination. However other emotional sensitivities may be worth exploring 
m a similar way to this study. For example, in relation to mental contamination, anxiety sensitivity 
has been shown in one study to predict urges to wash (Elliott & Radomsky, 2013) but not other 
aspects of mental contamination. Others have found an association between anxiety sensitivity and 
mental contamination disappeared once general contamination fears were controlled for 
(Radomsky & Elliott, 2009), or no association at all (Herba & Rachman, 2007). This requires 
further exploration before firm conclusions can be made.
Contamination fears in general are hypothesised to be related to a sense of threat 
(Rachman, 2006), that is that harm will come from the contaminating source, which increases fear. 
There is little emphasis on the sense of threat in the mental contamination research. To my
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knowledge no study has explored participants’ sense of threat or explored the source of any such 
feelings. It would be interesting to understand whether the contaminating thought, or the emotional 
response, is perceived to be harmful or whether some other element of mental contamination 
increases fear. A measure such as the Perception of Threat from Emotions Questionnaire 
(McCubbin & Sampson, 2006) could explore this question further.
To fully explore the development and maintenance of mental contamination and relate it to 
current treatments, the cognitive and behavioural, as well as emotional, aspects need to be more 
fully understood. There is evidence that the way an event is cognitively appraised can contribute to 
feelings of mental contamination (Radomsky & Elliott, 2009, Wamock Parkes et al, 2012). Also 
that mental contamination can impact behaviours such as washing and rinsing (Fairbrother et al, 
2005; Radomsky & Elliott, 2009; Lee et al, 2013; Coughtry et al, 2013). These elements need to be 
further studied in the context of the emotional experience of mental contamination if our 
understanding of this phenomenon is to lead to better assessment and treatment of contamination 
fears.
Ecologically valid experimental paradigms, such as the one employed in this study, need to 
be used in clinical samples such as those with OCD and PTSD but also other forms of 
psychopathology. This will aid our understanding of what turns contaminating feelings from within 
the normal range of experience to reaching levels of clinical impairment.
Conclusion
This study was the first to explore mental contamination in a non-clinical sample using real 
life memories as contaminating stimuli. It is also the first to explore vulnerability to mental 
contamination based on two different sources, mental moral contamination and mental physical 
contamination. The findings reveal that mental contamination following recall of unethical acts or 
physical contaminants can be induced under experimental conditions. And that recalling such 
events can evoke powerful and unpleasant emotional responses.
Those who score highly on certain aspects of obsessive compulsiveness also report 
increased emotional responses to unpleasant memories. Disgust propensity, guilt and shame 
proneness predict contaminating feelings following recall of a physical contaminant. The emotional 
sensitivities as they were measured in this study could not predict feelings of mental contamination 
in the mental moral group. This suggests further research into the measurement of these
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sensitivities, and others, is needed to more fully explore what makes someone vulnerable to 
experience mental contamination.
The role of disgust, guilt and shame proneness in predicting feelings of mental 
contamination has important clinical implications. This study adds to mounting evidence that 
mental contamination is a powerful and unpleasant experience which may be more prevalent than 
previously believed. The links to obsessive compulsiveness highlight the need to explore this 
phenomenon in clinical groups where the negative impact is likely to be greater. Assessment and 
treatment of contamination fears should include an exploration of the emotional component of 
mental contamination and the way these emotions are interpreted by the individual.
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APPENDICES
Appendix 1. Poster used for recruitment
" A  s t n d y  e x p l o r i n g  t h e  
p s y c h o l o g i c a l  i m p a c t  o f  
r e c a l l i n g  m e m o r i e s "
Are you aged 18 or over? Is English your first language? 
Can you give just 30 minutas of your time?
If so then you may be able to help!
In the Psychology Department we are conducting a novel 
and interesting experimental study.
We need your help to understand more about how people 
think and feel after recalling a particular memory.
Please email me for more info or check out the study 
online.
Contact Rebecca Piper: r.piper@surrey.ac.uk 
Link to web survey: XXXXXXXXXXXXXXXXXX
parf and enfer a prize draw  
f o  w i n  I  J O  ;  T u n e s  y o n c A e r s f
Thb study has been gfven a favourable opinion by the Univerwty of Surrey faculty of 
Art» & Human Sciences Ethks Committee and (Reference number: XXXXXX).
Appendix 2: Power calculations for each hypothesis
a.) Hypothesis 1: Mixed ANOVA, medium effect size (f=.5), beta = .80, alpha = .05. Sample 
size required per group = 20 participants.
b.) Hypotheses 2 & 3: Correlation, medium effect size (p =.3), beta = .80, alpha = .05. Sample 
size required per group = 64 participants.
c.) Hypotheses 4 & 5: Regression, medium effect size ( f  =.15), beta = .80, alpha = .05, 
number of predictors 3. Sample size required per group = 77 participants.
151
Appendix 3. Demographic Questions
DEMOGRAPHICS
Please fill out the following information about yourself: 
Age (please type):.......
Gender: (please tick)
□  Male 
□Female
Occupation (please type):...................................................
Marital Status: (please tick)
□  Single
□  Divorced/separated
□  Widowed
□  Married/civil partnership/cohabiting
Ethnicity: (please tick)
□  A White British
□  B White Irish
□  C White Any other White background
□  D Mixed White and Black Caribbean
□  E Mixed White and Black African
□  F Mixed White and Asian
□  G Mixed Any other mixed background
□  H Asian or Asian British Indian
□  J Asian or Asian British Pakistani
□  K Asian or Asian British Bangladeshi
□  L Asian or Asian British Any other Asian background
□  M Black or Black British Caribbean
□  N Black or Black British African
□  P Black or Black British Any other Black background
□  R Chinese
□  S Any other ethnic group
152
Appendix 4. OCI-R (Foa et al, 2002)
OCI-R
The following statements refer to experiences which many people have in their everyday lives. In 
the column labelled distress, please tick the box that best describes how much that experience has 
distressed or bothered you during the past month.
statement distress
Not 
at all
A
little moderately
A
lot extremely
1. I have saved up so many things 
that they get in the way
2. I check things more often than 
necessary.
3. I get upset if objects are not 
arranged properly
4. I feel compelled to count while I 
am doing things.
5.
I find it difficult to touch an 
object when I know it has been 
touched by
strangers or certain people.
6. I find it difficult to control my 
own thoughts.
7. I collect things I don’t need.
i
8. I repeatedly check doors, 
windows, drawers, etc.
9. I get upset if others change the 
way I have arranged things.
10. I feel I have to repeat certain 
numbers.
11.
I sometimes have to wash or 
clean myself simply because I 
feel
contaminated.
12.
I am upset by unpleasant 
thoughts that come into my 
mind against my will.
13.
I avoid throwing things away 
because I am afraid I might need 
them later.
14.
I repeatedly check gas and water 
taps and light switches after 
turning them 
off.
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15. I need things to be arranged in a 
particular way.
16. I feel that there are good and bad 
numbers.
17. I wash my hands more often and 
longer than necessary.
18.
I frequently get nasty thoughts 
and have difficulty in getting rid 
of them.
|
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Appendix 5. Disgust Propensity and Sensitivity Scale - Revised (DPSS-R; van Overveld et al, 
2006)
DPS S
This questionnaire consists of 16 statements about disgust. Please read each statement and think 
how often it is true for you. Mark in the box that is closest to this.
Statement Never Rarely 1 Sometimes Often | Always
1 I avoid disgusting things
2 When I feel disgusted I worry that I 
might pass out I
3 It scares me when I feel nauseous
4 I think disgusting items could cause 
me illness/infection
6 I feel repulsed
7 I screw up my face in disgust
8 When I notice that I feel nauseous, I 
worry about vomiting
9 When I experience disgust, it is an 
intense feeling
10 I experience disgust
11 It scares me when I feel faint |
12 I become disgusted more easily than 
other people
13 I worry that I might swallow a 
disgusting thing
14 I find something disgusting
15 It embarrasses me when I feel 
disgusted
16 I think feeling disgust is bad for me
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Appendix 6. Vancouver Obsessional Compulsive Inventory (VOCI) -Physical Contamination 
(PC) subscale (Thordarson et al., 2004)
VOCIPC
How much do you agree with the following statements:
Not 
at all
A
little I Some Much Ve' \j much
1 I feel very dirty after touching money ! I
2 I use an excessive amount of disinfectants to 
keep my home or myself safe from germs
3 I spend far too much time washing my hands
4 Touching the bottom of my shoes makes me feel 
very anxious
5 I find it very difficult to touch garbage or 
garbage bins
6 I am excessively concerned about germs and 
disease
7 I avoid using public telephones because of 
possible contamination
|
8 I feel very contaminated if I touch an animal !
9 I am very afraid of having even slight contact 
with bodily secretions (blood, urine, sweat etc.)
|
10 One of my major problems is that I am 
excessively concerned about cleanliness
11 I often experience upsetting or unwanted 
thoughts about illness
12 I am afraid to use even well-kept public toilets 
because I am so concerned about germs
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Appendix 7. Vancouver Obsessional Compulsive Inventory (VOCI) -  Mental Contamination 
(MC) subscale (Rachman, 2006)
VOCIMC
Please rate the extent to which you agree with the following statements:
Not 
at all
1 A
I little | Some \M u c k \Veryi | | much
1 Often I look clean but feel dirty
2 Having an unpleasant image or memory can 
make me feel dirty inside
3 Often I cannot get clean no matter how 
thoroughly I wash myself
4 If someone says something nasty it can make me 
feel dirty
5 Certain people make me feel dirty or 
contaminated even without any direct contact
6 I often feel dirty under my skin
7 Some people look clean but feel dirty
8 I often feel dirty or contaminated even though I 
haven’t touched anything dirty
9 Often when I feel dirty or contaminated I also 
feel dirty or ashamed
10 I often experience unwanted and upsetting 
thoughts about dirtiness
11 Some objects look clean but feel dirty
12 I often feel dirty or contaminated without 
knowing why
13 Often when I feel dirty or contaminated I also 
feel angry
14 Unwanted or repugnant thoughts often make me 
feel dirty or contaminated I
15 Standing close to certain people makes me feel 
dirty or contaminated
16 I often feel dirty inside my body
17 If I experience certain unwanted repugnant 
thoughts, I need to wash myself
18
Certain people of places that make me feel dirty 
or contaminated leave everybody else 
unaffected
19
The possibility that my head will be filled with 
worries about contamination makes me very 
anxious
20 . often feel the need to cleanse my mind
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Appendix 8. Guilt and Shame Proneness Scale (GASP) -  Cohen, Wolf, Panter and Insko 
(2011)
GASP
Instructions: In this questionnaire you will read about situations that people are likely to encounter 
in day-to-day life, along with common reactions to those situations. As you read each scenario, try 
to imagine yourself in that situation. Then indicate the likelihood that you would react in the way 
described using the scale below:
1 2 3 4 5 6 7
S S ,  "  S T  y » - * *
Item ~ ~ ~ Please.Please 
rate how 
likely:
1 After realising you have received too much change in a shop, you decide to 
keep it because the sales assistant doesn’t notice.
What is the likelihood that you would feel uncomfortable about keeping the money?
2 You are privately informed that you are the only one in your group that did 
not make the top of the class because you skipped too many days of school.
What is the likelihood that this would lead you to become more responsible about 
attending school?
3 You rip an article out of ajournai in the library and take it with you. Your 
teacher discovers what you did and tells the librarian and your entire class.
What is the likelihood that this would make you would feel like a bad person?
4 After making a big mistake on an important project at work in which people 
were depending on you, your boss criticises you in front of your colleagues.
What is the likelihood that you would feign sickness and leave work?
5 You reveal a friend’s secret, though your friend never finds out.
What is the likelihood that your failure to keep the secret would lead you to exert 
extra effort to keep secrets in the future?
6 You give a bad presentation at work. Afterwards your boss tells your 
colleagues it was your fault that your company lost the contract.
What is the likelihood that you would feel incompetent?
7 A friend tells you that you boast a great deal.
What is the likelihood that you would stop spending time with that friend?
8 Your home is very messy and unexpected guests knock on your door and invite 
themselves in.
What is the likelihood that you would avoid the guests until they leave?
9 You secretly commit a crime.
What is the likelihood that you would feel remorse about breaking the law?
10 You successfully exaggerate your damages in a lawsuit. Months later, your lies 
are discovered and you are charged with perjury.
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What is the likelihood that you would think that you are a despicable human being?
11 You strongly defend a point of view in a discussion, and though nobody was 
aware of it, you later realise that you were wrong.
What is the likelihood that this would make you think more carefully before you 
speak?
12 You take office supplies home for personal use and are caught by your boss.
What is the likelihood that this would lead you to quit your job?
13 You make a mistake at work and find out a colleague is blamed for the error. 
Later, your colleague confronts you about your mistake.
What is the likelihood that you would feel like a coward?
14 At a colleague’s housewarming party, you spill red wine on their new cream- 
colored carpet. You cover the stain with a chair so that nobody notices your 
mess.
What is the likelihood that you would feel that the way you acted was pathetic?
15 While discussing a heated subject with friends, you suddenly realise you are 
shouting though nobody seems to notice.
What is the likelihood that you would try to act more considerately toward your 
friends?
16 You lie to people but they never find out about it.
What is the likelihood that you would feel terrible about the lies you told?
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Appendix 9. Visual Analogue Scales (Pre and post experimental task)
Please click on each line below to represent how much you feel.
Each item ranges from ‘not at all* to ‘extremely’.
Please rate how you feel right now.
1.) How disgusted do you feel right now? (Mark the line by clicking)
Not at all Extremely
2.) How dirty do you feel right now? (Mark the line by clicking)
Not at all Extremely
3.) How much do you have a sense that you are contaminated right now? (Mark the line by
clicking)
Not at all Extremely
4.) How shameful do you feel right now? (Mark the line by clicking)
Not at all Extremely
5.) How anxious do you feel right now? (Mark the line by clicking)
Not at all Extremely
6.) How much do you have an urge to wash? (Mark the line by clicking)
Not at all Extremely
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Appendix 10. Participant information sheet and consent statement
“The psychological impact o f recalling unpleasant memories”
Participant Information
Introduction
I would like to invite you to take part in my study. Please take time to read the following 
information carefully before you decide whether or not you wish to take part.
Thank you for reading this.
Who is conducting the research study?
My name is Becca Piper and I am a Trainee Clinical Psychologist based at the University of 
Surrey, Guildford. As part of my training to become a Clinical Psychologist, I need to conduct 
research with members of the public. The research study is supervised by a Lecturer at the 
University of Surrey. Names and contact details of those involved in the research study are at the 
end of this Information Screen.
What is the study about?
The study is interested in how we feel after recalling memories for unpleasant events. It is also 
interested in what psychological factors contribute to the propensity to experience these feelings.
Who can take part?
Anyone aged over 18 whose first language is English.
Do I have to take part?
No, taking part in this study is entirely up to you. Even if you agree to take part you can also 
withdraw from the research during the survey without giving a reason. You may withdraw from the 
study during the survey by exiting the browser. However, should you withdraw before completing 
the survey you will not have the chance to enter into the prize draw. As responses are kept strictly 
anonymous it will not be possible to remove your answers once you have completed the online 
survey.
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How do I agree to take part?
You will be asked to agree to a Consent Statement after this page, to say that you have understood 
what the research is about and that you are happy to take part.
What will I have to do?
You will need to complete an online survey. In this survey you will be asked to fill out some 
standardised questionnaires. You will then be asked to think about a particular memory for one 
minute. The memory may be unpleasant. You will chose which memory you think about but you 
will be told what the general topic of the memory should be. Following this you will answer one 
more questionnaire.
How long does the assessment last?
It is expected that the survey will last about 35 minutes.
Does what I sav get shared with anyone else?
Your responses will remain confidential. Your electronic responses will be handled by a 
Technician in the Psychology Department but they will not know your personal details. Your name 
and all personal details about you will be kept anonymous. All information gathered during this 
research study will be stored securely in accordance with the Data Protection Act 1998 and will be 
destroyed after five years.
What happens when the research study is completed?
This piece of research is planned to be completed in September 2013. Researchers usually like to 
have their research findings published in relevant journals so that others working in the same field 
can learn more. Again, all personal details about you will be kept confidential and no-one will be 
able to identify who you are.
What are the benefits of taking part in this research?
While you may not see any immediate change or benefit to yourself, you will be participating in an 
important piece of research that will contribute to the field of clinical psychology.
Are there any downsides of taking part?
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You may find some of the questions quite personal. If you find a question too personal or upsetting 
in any way, you don’t have to answer it. Some people can find recalling memories upsetting. If 
this happens and you would like some support afterwards, there will be information about further 
sources of support provided. You are also free to withdraw from the study at any time during the 
survey session or afterwards.
What if there is a problem?
If you have any concerns about any aspect of the way you have been treated during the course of 
the research study, then you can contact the researchers.
Has the research been approved bv any committee?
Yes. The study has been approved by the University of Surrey Faculty of Arts & Human Sciences 
Ethics Committee (Reference number: 859-PSY-13).
Thank you fo r taking the time to read this Information Sheet.
Research being conducted bv; Supervised bv:
BECCA PIPER DR LAURA SIMONDS
Trainee Clinical Psychologist Lecturer
PsychD Clinical Psychology Programme PsychD Clinical Psychology Programme
University of Surrey University of Surrey
Guildford Guildford
GU2 7XH GU2 7XH
Email: r.Diper@suiTev.ac.uk Email: L.Simonds@surrey.ac.uk
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Consent Form for people taking part in the research
• I have read and understood the Information Screen.
• I understand that my decision to take part in this project is entirely voluntary.
• I have been given information by the researcher about what the project is about, where and 
why it is being done, and how long it is likely to take.
• I have been given information by the researcher of what I will be expected to do. I have 
been told about any possible distress which taking part in the project may cause me and 
have been offered sources of support should this happen.
• I understand that all personal data is held and processed in the strictest confidence, and in 
accordance with the Data Protection Act (1998).
• I am happy for the researcher to write about and publish my answers to questionnaires, as 
long as this information remains anonymous.
• I understand that I can change my mind about participating in the study at any time (during 
the survey) and I don’t have to give a reason for wanting to do this.
I have read and understood everything written above and have chosen to consent to 
participating in this study.
Do you agree to continue?
Yes D  
No D
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Appendix 11. Experimental task instructions
A.) MENTAL PHYSICAL CONDITION:
Task Instructions 1.
Please think of a time in the past when you came into contact with something physically disgusting. 
For example coming into contact with vomit, or stepping in something disgusting.
When you have thought about a memory, please type it in the box below. Please note, that 
whatever you write will be kept anonymously and strictly confidential.
When you have finished click onto the next page.
Task instructions 2
Now please think about the event you have written down, in detail, for one minute. Please try to 
concentrate on this thought alone.
When the minute is up, please move on onto the next page immediately.
OR:
B.) MENTAL MORAL CONDITION:
Task Instructions 1.
Please think of a time in the past when you behaved in a way that morally wrong or unethical.
For example betraying a friend or cheating on an exam.
When you have thought about a memory, please type it in the box below. Please note, that 
whatever you write will be kept anonymously and strictly confidential.
When you have finished click onto the next page.
Task instructions 2
Now please think about the event you have written down, in detail, for one minute. Please try to 
concentrate on this thought alone.
When the minute is up, please move on onto the next page immediately.
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Appendix 12. Participant debrief sheet
Thank you for taking part in this study. The survey is nearly finished. Below is some information 
about the study. On the next page you can enter your email address to be entered into the prize 
draw. This is voluntary. Make sure you click finish after leaving your email address to complete the 
survey.
Participant Post-survev Information Sheet
This study is investigating a phenomenon known as ‘mental contamination’.
Contamination fears can occur in the general population but are commonly related to Obsessive 
Compulsive Disorder (OCD). Contamination fears can cause a great amount of anxiety and 
discomfort and are usually associated with a strong urge to remove the contaminant usually by 
washing.
For some people however, contamination fears can arise without actual contact with anything 
contaminating. Fears can arise from simply thinking about, or having images of, something 
contaminating or repulsive. This is known as ‘mental contamination’. Much less is known about 
mental contamination although there is some evidence to suggest it may be associated with the 
feelings of disgust, guilt and shame.
This study is interested to see if by merely thinking about something physically disgusting, or 
morally wrong, people can feel contaminated. You were assigned to one of two groups. One group 
was asked to think about something physically disgusting, the other group something morally 
wrong. You were asked how contaminated you felt before and after thinking about this memory. 
You also completed some questionnaires asking about your general levels of sensitivity to disgust, 
guilt, shame and obsessive compulsive symptoms. This was to ascertain if there is a relationship 
between these domains and mental contamination.
Thank you for taking part. We hope that your participation did not cause you undue distress. If you 
are concerned about contamination fears, anxiety or OCD please talk to your General Practitioner 
(GP). Alternatively you may wish to seek further information or support from the organisations 
below:
httn://www.ocdaction.org.uk/
http://www.anxietvuk.org.uk/
http://www.nopanic.org.uk/
http://www.nhs.uk/LiveWell/Mentalhealth/Pages/Mentalhealthhome.aspx 
If you have further concerns about this study please contact the researchers:
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Research being conducted bv:
BECCA PIPER
Trainee Clinical Psychologist
PsychD Clinical Psychology Programme
University of Surrey
Guildford
GU2 7XH
Email: R.Piper@surrey.ac.uk
Supervised bv:
DR LAURA SIMONDS
Lecturer
PsychD Clinical Psychology Programme 
University of Surrey 
Guildford 
GU2 7XH
Email: L.Simonds@surrey.ac.uk
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Appendix 13. Letter from Ethics Committee confirming favourable opinion.
  UNIVERSITY OF
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Appendix 14: Checking the assumptions of ANOVA
13.1 VAS Disgust
a.) Distribution of data pre and post task
* 4 6
%
Group
102
*
9 8  1 3 5
111*
1 4 4  9 3
1 3 3  1 0 4
1 5 5
G roup
170
b.) Box’s Test
Box's Test of Equality of 
Covariance Matrices3
Box's M 9.659
F 3.180
dfl 3
df2 18771569.372
Sig. .023
Tests the null hypothesis 
that the observed 
covariance matrices of the 
dependent variables are 
equal across groups, 
a. Design: Intercept + 
Random_Random 
Within Subjects Design: 
disgust
c.) Levene’s Test
Levene's Test of Equality of Error Variances3
F dfl df2 Sig.
VAS Disgust 
pre .979 1 178 .324
VAS Disgust 
post 1.037 1 178 .310
Tests the null hypothesis that the error variance of the 
dependent variable is equal across groups, 
a. Design: Intercept + Random_Random 
Within Subjects Design: disgust
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d.) Distribution of standardised residuals pre and post task
Histogram
M e a n  =  9 . 3 7 E - 1 7  
S t d .  D e v .  =  . 9 9 7  
N  =  1 8 0
. 0 0  1 . 0 0  2 . 0 0  3 . 0 0  4 . 0 0
S ta n d a rd ized  R es id u a l fo r  Pre VAS D is g u s t
Histogram
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13.2 VAS Dirtiness
a.) Distribution of data pre and post task
1 1 0  1 1 8
127
Group
1 6 4 0
Group
173
b.) Box’s Test
Box's Test of Equality of 
Covariance Matrices3
Box's M 2.740
F .902
dfl 3
df2 18771569.372
Si& .439
Tests the null hypothesis 
that the observed 
covariance matrices of the 
dependent variables are 
equal across groups, 
a. Design: Intercept + 
Random_Random 
Within Subjects Design: 
dirt
c.) Levene’s Test
Levene's Test of Equality of Error Variances3
F dfl df2 Sig.
VASpre2_l - .928 1 178 .337
VASpost2_l - 4.138 1 178 .043
Tests the null hypothesis that the error variance of the 
dependent variable is equal across groups, 
a. Design: Intercept + Random_Random 
Within Subjects Design: dirt
174
F
re
qu
en
cy
 
F
re
q
u
en
cy
d.) Distribution of standardised residuals pre and post task
Histogram
100 -
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Histogram
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S tan d ard ized  R esid u a l for P o s t  VAS D irtin ess
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M e a n  =  1 . 4 9 E - 1 6  
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N  =  1 3 Q
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13.3 VAS Contaminated
a.) Distribution of data pre and post task
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b.) Box’s Test
Box's Test of Equality of 
Covariance Matrices3
Box's M 12.557
F 4.134
dfl 3
df2 18771569.372
SiK. .006
Tests the null hypothesis 
that the observed 
covariance matrices of the 
dependent variables are 
equal across groups, 
a. Design: Intercept + 
Random_Random 
Within Subjects Design: 
cont
c.) Levene’s Test
Levene's Test of Equality of Error Variances3
F dfl df2 Sis.
VASpre3_l - .178 1 178 .673
VASpost3_l - 3.915 1 178 .049
Tests the null hypothesis that the error variance of the 
dependent variable is equal across groups, 
a. Design: Intercept + Random_Random 
Within Subjects Design: cont
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d.) Distribution of standardised residuals pre and post task
Histogram
M e a n  =  S . 9 4 E - 1 7  
S t d .  D e v .  =  1 . 0 0  
N  =  1 8 0
. 0 0  1 . 0 0  2 . 0 0  3 . 0 0  4 . 0 0
S tan d ard ized  R es id u a l for  Pre VAS C ontam inated
Histogram
M e a n  =  - 1  2 S E - 1 6  
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13.4 VAS Shame
a.) Distribution of data pre and post task
31 0
Group
106*
143*
Group
179
b.) Box’s Test
Box's Test of Equality of 
Covariance Matrices3
Box's M 37.391
F 12.310
dfl 3
df2 18771569.372
Sig. .000
Tests the null hypothesis 
that the observed 
covariance matrices of the 
dependent variables are 
equal across groups, 
a. Design: Intercept + 
Random_Random 
Within Subjects Design: 
shame
c.) Levene’s Test
Levene's Test of Equality of Error Variances3
F dfl df2 SiK.
VASpre4_l - 4.307 1 178 .039
VASpost4_l - 42.023 1 178 .000
Tests the null hypothesis that the error variance of the 
dependent variable is equal across groups, 
a. Design: Intercept + Random_Random 
Within Subjects Design: shame
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d.) Distribution of standardised residuals pre and post task 
Histogram
M e a n  =  - 6 . 9 4 E - 1 6  
S t d .  D e v .  =  1 . 3 0  
N  =  1 8 0
C O  1 . 0 0  2 . 0 0  j  0 0
S tand ard ized  R esid u al for Pre VAS S ham e
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Histogram
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Stand ard ized  R esid ual for P o s t  VAS Sham e
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13.5 VAS Anxiety
a.) Distribution of data pre and post task
1 3 #  1B8
G roup
G roup
182
b.) Box’s Test
Box's Test of Equality of 
Covariance Matrices3
Box's M 1.959
F .645
dfl 3
df2 18771569.372
Sig. .586
Tests the null hypothesis 
that the observed 
covariance matrices of the 
dependent variables are 
equal across groups, 
a. Design: Intercept + 
Random_Random 
Within Subjects Design: 
anx
c.) Levene’s Test
Levene's Test of Equality of E rro r Variances3
F dfl df2 Sig.
VASpre5_l - 1.691 1 178 .195
VASpost5_l - 1.155 1 178 .284
Tests the null hypothesis that the error variance of the 
dependent variable is equal across groups, 
a. Design: Intercept + Random_Random 
Within Subjects Design: anx
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d.) Distribution of standardised residuals pre and post task
___________________________ Histogram
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13.6 VAS Urge to wash
a.) Distribution of data pre and post task
100 -
1 1 9
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M M M P
Group
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1 7 0 ,
1 5 7
Group
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b.) Box’s Test
Box's Test of Equality of 
Covariance Matrices3
Box's M 9.876
F 3.251
dfl 3
df2 18771569.372
Sig. .021
Tests the null hypothesis 
that the observed 
covariance matrices of the 
dependent variables are 
equal across groups, 
a. Design: Intercept + 
Random_Random 
Within Subjects Design: 
wash
c.) Levene’s Test
Levene's Test of Equality of Error Variances3
F dfl df2 Sig.
VASpre6_l - .003 1 178 .956
VASpost6_l - 4.731 1 178 .031
Tests the null hypothesis that the error variance of the 
dependent variable is equal across groups, 
a. Design: Intercept + Random_Random 
Within Subjects Design: wash
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d.) Distribution of standardised residuals pre and post task
Histogram
80-
4 0 -
2 0 -
. 0 0  1 . 0 0  2 . 0 0  3 . 0 0  4 . 0 0
S ta n d a rd ized  R es id u a l fo r  P re  VAS U rge to  W ash
Histogram
M e a n  =  - 1
S i d .  D e v
N  =  1 6 0
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S ta n d a rd ized  R es id u a l for P o s t  VAS U rge to  W ash
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Appendix 15: Distribution of standardised residuals for regression analysis
14.1 VAS Disgust
Histogram 
Dependent Variable: VAS Disgust
G roup: MM
3 0 -
10"
R e g r e s s io n  S tand ard ized  R esid ual
Histogram 
Dependent Variable: VAS Disgust 
G roup: MP
M e a n  =  - 4 . 8 6 E - 1 7  
S t d .  D e v .  =  0 . 9 8 0
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14.2 VAS Dirtiness
Histogram 
Dependent Variable: VAS Dirty
G roup: MM
R e g ress io n  Standardized  R esidual
Histogram 
Dependent Variable: VAS Dirty
Group: MP
S t d .  D e v .  =  0 . 9 9 0
r~i
R eg r e ss io n  Standardized  R esid ual
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14.3 VAS Contaminated
Histogram
Dependent Variable: VAS Contaminated
G r o u p :  MM
S t d .
10-
R e g r e s s io n  S tan d ard ized  R esid u a l
Histogram 
Dependent Variable: VAS Contaminated
G roup: MP
3 0 -
R e g r e s s io n  S tan d ard ized  R esid u a l
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14.4 VAS Shame
Histogram
Dependent Variable: VAS Shame
G r o u p :  MM
2 0 “ S t d  D e v .  =  0 . 3 8 7  
N  =  8 1
15-
R e g r e s s io n  S tand ard ized  R esid ual
Histogram 
Dependent Variable: VAS Shame
G roup: MP
M e a n  =  - 1 . 0 1  E - 1 6  
S t d .  D e v .  =  0 . 9 9 0s o -
R e g r e s s io n  S tan d ard ized  R esid u a l
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14.5 VAS Anxiety
Histogram
Dependent Variable: VAS Anxious
G r o u p :  MM
M e a n  =  1 . 5 2 E - 1 7 
S t d .  D e v .  =  0 . 9 S 7  
N  =  8 1
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Histogram 
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M e a n  =  - 3 . 9 0 E - 1 7  
S t d .  D e v .  =  0 . 9 9 0
R e g r e s s io n  S tan d ard ized  R esid ual
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14.6 VAS Urge to wash
Histogram
Dependent Variable: VAS Wash
G r o u p :  MM
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Appendix 16. SPSS output
Hypothesis Test Summary
Null H ypothesis T est S ig . D e c is io n
1
T he d is tr ib u tio n  of D P S S  
P R O P E N S IT Y  is t h e  s a m e  a c r o s s  
c a te g o r ie s  o f m e m o ry  • .
In d e p e n d e n t-  
S a m p le s  
M ann- 
W h itn e y  U 
T e s t
.8 4 8
R e ta in  th e  
null
h y p o th e s is .
2
T he d is tr ib u tio n  of D P S S  
SEN SITIV ITY  is  th e  s a m e  a c r o s s  
c a te g o r ie s  o f m e m o ry  - .
In d e p e n d e n t-  
S a m p le s  
M ann- 
W h itn e y  U 
T e s t
.4 8 5
R e ta in  th e  
null
h y p o th e s is .
3
T he d is tr ib u tio n  of G A S F _ N B E  is 
t h e  s a m e  a c r o s s  c a te g o r ie s  of 
m e m o ry  -
In d e p e n d e n t-  
S a m p le s  
M ann- 
W h itn e y  U 
T e s t
6 5 4
R e ta in  th e  
null
h y p o th e s is .
4
T h e  d is tr ib u tio n  of G A S P  R E P A IR  
is  t h e  s a m e  a c r o s s  c a te g o r ie s  of 
m e m o ry  -
In d e p e n d e n t-  
S a m p le s  
M ann- 
'W h itn ey  U 
T e s t
.491
R e ta in  th e  
null
h y p o th e s is .
5
T h e  d is tr ib u tio n  of G A S P  N S E  is 
t h e  s a m e  a c r o s s  c a te g o r ie s  o f 
m e m o ry  - .
In d e p e n d e n t-  
S a m p le s  
M ann- 
W h itn e y  U 
T e s t
1 29
R e ta in  th e  
null
h y p o th e s is .
6
T h e  d is trib u tio n  of G A S P  
W IT H D R A W  is th e  s a m e  a c r o s s  
c a te g o r ie s  of m e m o ry  - .
In d e p e n d e n t-  
S a m p le s  
M ann- 
W h itn e y  U 
T e s t
.0 8 8
R e ta in  th e  
null
h y p o th e s is .
7
T h e d is tr ib u tio n  o f OCI TO TA L is th e  
s a m e  a c r o s s  c a te g o r ie s  of m e m o ry
In d e p e n d e n t-  
S a m p le s  
M ann- 
W h itn e y  U 
T e s t
.451
R e ta in  th e  
null
h y p o th e s is .
8
T h e  d is tr ib u tio n  o f OCI O b s e s s  is 
th e  s a m e  a c r o s s  c a te g o r ie s  of 
m e m o ry  - .
I n d e p e n d e n t-  
S a m p le s  
M ann- 
W h itn e y  U 
T e s t
.9 8 7
R e ta in  th e  
null
h y p o th e s is .
9
T h e  d is tr ib u tio n  of OCI W a s h  is  th e  
s a m e  a c r o s s  c a te g o r ie s  of m e m o ry
I n d e p e n d e n t-  
S a m p le s  
M ann- 
W h itn e y  U 
T e s t
.151
R e ta in  th e  
null
h y p o th e s is .
10
T h e  d is tr ib u tio n  of O CI C h e c k  is  th e  
s a m e  a c r o s s  c a te g o r ie s  of m e m o ry
In d e p e n d e n t-  
S a m p le s  
M ann- 
W h itn e y  U 
T e s t
.7 4 8
R e ta in  th e  
null
h y p o th e s is
11
T h e  d is tr ib u tio n  of OCI O rd e r  is  th e  
s a m e  a c r o s s  c a te g o r ie s  of m e m o ry
In d e p e n d e n t-  
S a m p le s  
M ann- 
W h itn e y  U 
T e s t
.2 3 9
R e ta in  t h e  
null
h y p o th e s is .
12
T h e  d is trib u tio n  of OCI H o ard  is  th e  
s a m e  a c r o s s  c a te g o r ie s  of m e m o ry
In d e p e n d e n t-  
S a m p le s  
M anri- 
W h itn e y  U 
T e s t
.7 0 6
R e ta in  th e  
null
h y p o th e s is .
13
T h e  d is tr ib u tio n  of OCI N e itra lise  is 
t h e  s a m e  a c r o s s  c a te g o r ie s  of 
m e m o ry  - .
I n d e p e n d e n t-  
S a m p le s  
M ann- 
W h itn e y  U 
T e s t
.4 3 7
R e ta in  th e  
null
h y p o th e s is .
A s y m p to t ic  s ig n if ic a n c e s  a re  d isp la y e d . T h e  s ig n if ic a n c e  level is  0 5
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